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A PROJECTIVE STUDY OF A TRUE HERMAPHRODITE DURING A 
PERIOD OF RADICAL SURGICAL PROCEDURES* 


BY ROBERT 8. McCULLY, M.A. 


Sixty-one unequivocal cases of true hermaphroditism have been 
reported in the literature. Diagnosis rests exclusively on the his- 
tology of the gonads, where there is co-existence of both ovarian 
and testicular tissue. Bromwich’ has made the most recent and 
comprehensive medical survey of the subject, and indicates the 
distribution of reported cases in subclasses of lateral, unilateral, 
and bilateral hermaphroditism. The present study deals with bi- 
lateral hermaphroditism,** of which only 14 cases have been de- 
scribed. 

SuBJECT 

J. B. was born January 15, 1941, of Negro parents. There are 
two younger siblings, a boy, aged 10, and a girl of nine. J. B.’s 
developmental history shows no aberrations for the first few years. 
The father has been in the armed forces since J. B. was three 
years old, and they have had only brief contact since. When the 
boy was six, a plastic repair of a second degree hypospadias was 
performed at a university medical center. J. B. was 13 when he 
was hospitalized. He was large for his age, and upon interview, 
he appeared reticent, coy, and somewhat effeminate. His younger 
brother is said to be small and to have opposite traits of tempera- 
ment. J. B. is described as always having been rather shy and 
quiet. He has shown preference for his younger sister in play 
activities. He is said to mingle adequately in school and church 
affairs, and to be a diligent student. He stated that his ambition 
was to become an artist. 


Circumcision was performed on J. B. at six months. His tonsils 


“Written while the author—now with the department of psychiatry, Cornell Univer- 
sity Medical College, and the New York Hospital (Payne Whitney Psychiatric Clinic), 
New York City—was supervising psychologist at the United States Naval Hospital, 
Portsmouth, Virginia, The comments and opinions expressed herein are the author’s 
and do not represent opinions or reflect policy of the naval service. 

Grateful ‘acknowledgment is made to R. B. Fankboner, M. D., for bringing the 
patient to the writer’s attention. Dr. Fankboner plans to present a detailed medical 
assay of the patient in an appropriate journal. Acknowledgment is also made to RB. E. 
Switzer, M.D. and J. H. Stephens, M.D., for their encouragement and comments. The 
social history material was obtained by Olive M. Russell, M.S. 

**Bilateral ovaries and testes. 
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have not been removed. He was breast-fed for the first six months. 
Pubic hair growth began in 1951 when he was 10. Six months 
before his hospitalization (in May 1954), breast development had 
become obvious enough to make him the object of teasing from 
his brother and male associates. He was admitted to the hospital 
on the basis of abnormal bilateral gynecomastia. Physical exam- 
ination revealed breast development comparable with that of a 
girl entering puberty. The penis was normal in size, but with oc- 
casional leakage from the old urethral meatus. Each testicle con- 
tained a hard mass at the lower pole, approximately one-half the 
size of the testicle. Exploration of the scrotum revealed bilateral 
ovarian tissue, joined to each testicle, a small fallopian tube, and 
a vestigial vagina. No prostate gland was palpable. General 
hypogonadism was evident. An operation on the genitalia was per- 
formed on May 27, 1954, with the purpose of removing all female 
tissue there. A bilateral mastectomy was performed on September 
3, 1954. 

The mother denied any knowledge whatever of J. B.’s psycho- 
sexual life, and indicated that the subject had never been men- 
tioned. He underwent a minimum of questioning on the matter, and 
was assured that his condition would be surgically corrected. He 
described penile erections and occasional nocturnal emissions, but 
the actuality of emissions was never clearly determined. Mas- 
turbatory practices were denied. He said he had experienced a 
sensation of dizziness about once a month for the past two years. 
A follow-up social history was obtained nine months after his 
admission to the hospital, and indicated that neither J. B. nor any- 
one in his home had made any reference whatever to the circum- 
stances of his hospitalization. The mother reported that both she 
and the patient were shy, and that neither confided in the other. 


PURPOSE 


No projective study of a true hermaphrodite has been reported. 
Most recent writers** on the subject have pointed out that the 
psychological problems in hermaphroditism are primarily related 
to attitudes toward genital abnormalities, rather than any hor- 
monal imbalance. The present paper will not go into the question 
of hormonal influence, but some of the authorities cited do take 
up the matter. 
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J. B.’s hospitalization offered a unique opportunity to investi- 
gate the projective correlates of what was presumed to be an 
emotionally charged surgical trauma. He was about to experience 
im vivo, fundamental processes which are ordinarily symbolic. Be- 
ginning with the hypospadias correction at the age of six, J. B. 
has now been subjected to virtually the gamut of psychosexual 
insult at significant age levels. 

The general purpose of the present study is to examine this 
particular patient’s basic personality structure, and investigate 
projectively the sequence of events associated with surgical pro- 
cedures—not simply inquire into the psychological concomitants 
of hermaphroditism. This process should serve as a hitherto un- 
explored validating approach to the projective techniques, and 
point up considerations relevant to psychoanalytic theory. 


PROCEDURE 

Hight projective techniques were administered on the dates 
shown in Table 1. The Wechsler Intelligence Scale for Children 
was also administered with the results shown in Table 2. The 
Bender Gestalt material consisted of an extended recall Bender* 
from the previous interview, direct copy, and regular recall.** 
The Word Association Test described by Rapaport’ was used, with 
pertinent additional words. The entire series of Thematic Apper- 


Table 1. Dates and Types of Tests Given 





5-26-54: (Pre-operative, genitalia) 9-2-54: (Pre-operative, breast) 
Bender Gestalt Bender Gestalt 

Figure Drawings Figure Drawings 

5-28-54: (Postoperative, genitalia) Rorschach 

Bender Gestalt Word Association 

Blacky Pictures FAT. 

6-2-54: (Postoperative, genitalia) 9-22-54: (Postoperative, breast) 
Bender Gestalt Bender Gestalt 

Figure Drawings 11-1-54: (Postoperative, breast) 
Wechsler Intelligence Scale for Children Bender Gestalt 

Rorschach Figure Drawings 

Tree Drawing Rorschach 

Mosaic 2-23-55: (Follow-up) 


Bender Gestalt 
Figure Drawings 
Rorschach 





*Extended recall will be referred to as ER. 
**Regular recall will be referred to as RR. 
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ception pictures designated for males was presented to J. B., 
and he was asked to look through them, and then to look back 
and select five of the cards. He was told that it didn’t matter 
which cards he chose, or for what reason he chose them. He was 
then presented with the complete series designated for females, 
and given the same instructions, except that he was asked to select 
only three cards. 


RESULTS AND INTERPRETATIONS 


Wechsler Intelligence Scale for Children 
Table 2. Wechsler Intelligence Scale Results 





Test administered 6-2-54, at age 13 years, 5 months. 





Verbal scale: 100.0 
Performance Scale: 106.0 
Full Seale: 103.0 (Average I.Q.) 


Scaled Scores, Verbal: Scaled Scores, Performance: 
Information—11 Picture Completion—17 
Comprehension—10 Picture Arrangement—9 
Arithmetic—10 Block Design—12 
Similarities—10 Object Assembly—7 
Vocabulary—9 Coding—9 





There was nothing significant within the content of his re- 
sponses, in terms of personality correlates. The rather consider- 
able range of variability within the performance items seemed due 
to reduced efficiency caused by marked compulsivity. His compul- 
sive drive became apparent with his high degree of success on 
Picture Completion, while poor planning on Object Assembly was 
connected with compulsively repetitive trial and error. 


The Blacky Pictures* 


The basic orientation was clearly passive and dependent, with 
only a superficial drive toward masculine aggressivity. The boy 
appeared to sense failure in achieving an adequate masculine 
component. The drive toward masculinity seemed to be based more 
on stimulation from sibling competition for the affection of the 
mother, than on a partial identification with the father. A pre- 
occupation about comparative attractiveness in appearance be- 
tween siblings was present. The oral stage of development was 


*At the time this test was administered, 24 hours after the genital operation, the 
writer asked J. B. how many children there were in his family. He responded, “I’m a 
girl—two boys!” : 
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asociated with strong feelings of oral deprivation. Anal retentive- 
ness, with marked concern over cleanliness, appeared as a strong 
personality component. 

No overt sexual connotation was attached to the masturbatory 
card, and the immediate association to this card was that of clean- 
liness. However, further association brought up pleasurable mem- 
ories in connection with being bathed by his mother in early life. 
Seductive motives were attributed to her, together with the inten- 
tion of reinforcing anal retentiveness. This suggested a basis for 
obsessive-compulsive reaction formations. 


How. attractive one appears, in terms of one’s sex, served as 
the main reaction to the castration card. He immediately asked, 
“Is Tippy a girl or boy?” There was an identification-feeling asso- 
ciated with Tippy, whom he referred to as “she,” after stating 
that Tippy must be a girl. Arrangements for the tail-cutting were 
ascribed to a hostile mother, who was primarily concerned with 
the aesthetic characteristics of Tippy, and who thought Tippy 
would look better bobtailed. 

The identification with Tippy suggests the possibility of uncon- 
scious acceptance of the loss of the tail. At this point, J. B. knew, 
of course, that an operation had been performed on his genitalia, 
while his breasts were the same as before. 

All sibling relationships described involved strong jealousy be- 
cause of the superior appeal in appearance other siblings had for 
the mother. 

The relationship with the father was based on fear and hostility. 
There was no concrete evidence for identification with the father. 
The Oedipal scene brought up frank jealousy. J. B. was ambivalent 
about what role was preferable. This suggested confusion about 
the ego ideal, where there were simultaneous wishes for both 
masculine and feminine traits. His aspirations toward the ego 
ideal seemed frustrated by his appearance, and he sensed a poor 
prognosis in terms of his masculine characteristics. 


Rorschach Examination 
The dynamic structure shown by the Rorschach involved a pas- 
sive, receptive, feminine orientation, with deep-rooted needs for 
nurture. Phallic strivings were superimposed on this, where pre- 
occupation with masculinity comprised an element of obvious im- 
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Table 3. Comparative Responses on Four Rorschach Examinations: 
Dates Administered, Response Contents and Response Times 








Card 6-2-54 9-2-54 11-1-54 2-23-55 
I 8” A bat 1” A bat 5” A bat 6” Mountain 
Map Mountain Alligator head Alligator head 
An alligator Map Lady waving A lady with 
hands her hands up 
Lady waving Lady waving Mountain A crab 
hands hands 
A erab Alligator Crab A crab 
Mountains A crab 
II 12” Your ribs 6” Ribs 1” Your ribs 4” Fountain pen 
point 
Hands with Fountain pen Pen point Ribs 
blood on them point 
waving 
Ink pen point Glove Butterfly 
III 22” Something likea 9” Cow’s foot 8” Tree branch 8” Lungs 
fly 
Branch off a tree Tree branch Lungs Tree branch 
Lungs Lungs Mountain Sea horse 
Icicles Mountain 
Cow’s foot 
IV 11” A flying bat 13” Part of amap 10” Part of a map 3” Crawfish 
A flower Cloud Crawfish Mountain 
Crawfish head Crawfish Snake ready Snake striking 
to jump at 
somebody 
Part of a map Worm 
A crown 
V 17” Butterfly 10” Man’shead 38” Eagle flying 4” Man’s head 
(ears) 
Points of some Trees, far Bat flying Worm -stand- 
kind of scis- away ing 
sors 
Snakes, heads Water Butterfly 





bent forward 
toward each 
other 

Back of man’s 
head 

An eagle 

Rabbit’s head 
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Table 3. Comparative Responses on Four Rorschach Examinations: Dates 
Administered, Response Contents and Response Times (Concluded) 











Card _—6-2-54 9-2-54 11-1-54 2-23-55 
VI 31” Flames 11” Buildings, a 5” Fire 5” Fire 
town in the 
distance 
Little buildings, Trees in dis- Part of a map Trees, and re- 
town tance flections in 
water 
Trees Water 
Screwdriver Fire 
VII 27” Clouds 11” Dog 5” Dog 10” Dog 
Trees along Cloud Mountain 
river 
Dog 
Ribs and bone 
VIII. 8” The spine 6” Spine, ribs, 11” Lungs 4” Ribs, lungs, 
lungs spinal cord, 
medical pic- 
ture 
The insides, Spine Rock 
lungs, stomach 
Rock Rock 
IX 25” The spine 7” Elephant head, 5” Elephant head 4” Elephant head 
trunk 
The lungs Feather Feather A feather 
Heart Spine Mountain 
Feather 
X 9” The windpipe 6” Windpipe 5” Rabbit’s head 4” Windpipe 
Lungs Nut (pecan) Windpipe Rabbit’s head 
Ribs and bone Rabbit’s head Ribs Walnut 
Part of a green Lungs and ribs Billy goat Ribs 
hill jumping 
A wishing bone Walnut 
Rabbit head 
Best Liked: IX Best Liked: Best Liked: X Best Liked: X 
(Way things are VIII (Has (Lots of (Shows dif- 
arranged, like more insides color and var- ferent parts 
inside your and spines, ious parts of of. the body) 
body, things are shows how it the body) 
in the right is) 
place) 
Least Liked: Least Liked: Least Liked: Least Liked: 
VII (Looks odd, II (Doesn't VII (No IIL (Doesn’t 
no shape, pro- show much colors and show body) 
jections are not insides) doesn’t repre- 


pleasing) 


sent any- 
thing) 
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Table 4. Frequencies and Percentages of Various Rorschach Scores in the Four 








Protocols 
Scores Dates Administered, Frequencies and Percentages 
6-2-54 9-2-54 11-1-54 2-23-55 

R 47 33 29 29 
EB 2-51%4 1-4 1-5 1-41%4 
Ww 8 4 2 4 

D 19 ll 19 14 

d 6 8 4 6 

dd 13 10 4 5 

M 2 1 1 1 
FC 2 2 2 3 
CF 4 3 4 3 

Cc 0 0 0 0 

m 2 1 1 1 
FM 6 1 4 3 

k 2 3 3 1 

K 1 2 0 0 
FK 1 (3)* 4 (1) 0 (2) 1 (4) 
Fe 4 0 (3) 0 0 (1) 
C’ 3 1 0 0 (1) 
P 3 2 2 3 

oO 0 0 0 0 
F% 42 45 48 55 
Ww% 17 12 6 13 
D% 40 33 65 48 
d% 12 24 14 20 
dd% 31 31 15 19 
A% 25 27 37 37 


— 


*Additional scoring in brackets, 





portance. Conflictual, ambivalent features characterized both of 
these areas. 

Underlying hostility and resentment were associated with frus- 
trated dependency needs. Both constriction and compulsivity were 
thrown up in an effort to deny or stem hostility (directed at the 
“nurturing” mother). 

Masculine strivings were associated with strong feelings of in- 
effectuality and inadequacy; sexuality appeared as tension-laden 
and anxiety-producing. Therefore, there were clear-cut signs of 
feeling unsettled in the sexual role, and this appeared in a con- 
text of inadequacy in masculine competition, and left a sense of 
discrepancy between attitude or wishes and accomplishment. On 
the one hand, he was guarded and hostile in regard to the passive 
dependency component, while on the other, he was reaching: out 
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toward maturity, with the motivation of inducing parental figures 
to recognize that he had become a force to be dealt with. 

While the basic orientation appeared feminine and passive, 
phallic aspirations were not relinquished, and an anticipation of 
phallic or genital communication was shown. Nevertheless, there 
was an attendant fear of failure, with a sense of inner void and 
inadequacy. 

It should be kept in mind that J. B. was at an age level where 
one begins to break ties and become oriented toward role experi- 
mentation. Conflictual attitudes and unconscious anxieties are com- 
monly associated in our culture. When one considers the external 
trauma and the symbolic meaning usually attached to the com- 
plexity of events which J. B. had experienced, the Rorschach series 
was remarkably consistent and relatively free from pathologic 
upsurging. 

The defense structure and the relationships among Rorschach 
factors will be briefly discussed in terms of sequential variation 
and prominent sequelae. In other words, what were the signifi- 
cant variations in the framework built around the dynamic struc- 
ture? 


All the Rorschachs were characterized by obsessive-compulsive 
traits, variable constriction, a compliant, passive concept of role, 
consistently good form level, signs of interpersonal distance, and 
anatomical preoccupation. 

The anatomical content varied little from Rorschach to Ror- 
schach; visceral and skeletal anatomy were relatively equally pro- 
portioned. This preoccupation-trend was not necessarily bizarre, 
since much was happening to J. B., both biologically and surgically. 
While anatomy content is often related to fear of losing control, 
and the need to deny hostility, here it may have had the meaning 
of strong inferiority feelings, that is inferiority about what was 
inside and hidden from his knowledge. This was suggested in par- 
ticular by his reason for selection of color cards as the best liked.* 

The HdM(II-D2), “bloody hands waving,” and its location 
around a phallic figure, may well have had the connotation of fear 
of bodily harm, or castration; this response appeared only at the 
time of the operation on the genitals. The same area became “a 
glove” after the breast operation, which may have been a refer- 

“See reasons for preference at end of Rorschach content (Table 3). 
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ence to the concealed hostility of surgical gloves, but represented 
a better degree of impulse socialization. 

With the exception of dropping out this HdM response, the M’s 
were unchanged throughout, and represented a mother figure in 
apparently compliant activity (waving hands). However, “waving 
hands” had a distinctly aggressive connotation on card II, and 
the Blacky Pictures imputed castration motives to the mother 
figure. 

The FM responses were more assertive than the M’s, and sug- 
gested at least a reservoir of instinctive vitality. This may well 
have aided J. B. in coping with the traumatic events which he ex- 
perienced. His resources were not entirely passive, and it is in- 
teresting to note the comparative quality of the sequence between 
snakes and worms on cards four and five.* 

Immediately following the first surgery, implement object re- 
sponses appeared in relative profusion—suggesting a strong need 
to deny inadequacy feelings. Three months later, just before the 
breast operation, there was a distinct decrease in implement re- 
sponses, with an increase in nature responses, especially the more 
passive kinds, water and mountains. After the breast operation, 
the number of mountains increased further, water dropped out, 
and “buildings in the distance” disappeared entirely. Thus, there 
was some suggestion of denial of castration inadequacy, at the 
time of the operation on the genitals, which was later reduced in 
proportion. 

It appeared that the imminence of emotionally-charged surgery 
enabled J. B. to mobilize defenses, or induced the need for him 
to rally defenses—rather than destroying defenses or producing 
disintegration. At both times of surgical procedure, energy con- 
trol factors (sum shading) were comparatively high in relation 
to energy output factors (sum color), while in the later Rorschachs, 
the reserve was true.** 

A massing of FK responses appeared only at the time of the 
breast surgery, and emphasized an associated feeling of inferior- 
ity, discouragement, and perhaps disillusionment. 

The W% was lowered after the first Rorschach. This suggested 
a decrease in goal-directed drive and a greater degree of con- 
striction. Color, as it is related to form, did not show much varia- 


*See Table 3. 
**See Table 4. 
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tion throughout. The moderately negative affect associated with 
anatomy concepts was buffered to some extent by conforming, 
compliant affect. 

While disillusionment attended the upsurging of masculine striv- 
ings, two related concepts appeared in all records. These were 
“feather” and “fountain-pen point,” the former perhaps having 
been related to the “Indian brave” concept common in adolescent 
fantasy, and the latter connected with a retained drive for phallic 
communication. 

The frequency of mountains deserves special attention. From 
the Word Association test, where mountain was associated with 
nipple, a direct breast correlate could be assumed. Mountains may 
also have represented preoccupation centered around unfavorable 
comparison with a more powerful figure. 


Figure Drawings* 

The figure drawings before the operation on the genitalia (5-26- 
54) were well integrated. The male represented a highly passive, 
effeminate boy, with a well-covered body, the arms pressed close 
to the body, the crotch lines open, extra lines on the legs, and a 
tie. The female figure represented a mother with voluminous skirts, 


Table 5. Comparison Between Sex Sequence and Physical Sequence on the Figure 








Drawings 
Date Sex Sequence Physical Sequence 
5-26-54 Male drawn first Body drawn first, male and female 
Pre-op, 
genitalia 
6-2-54 Male drawn first Body drawn first, male and female 
Postop, 
genitalia 
9-2-54 Female drawn first Sequence normal. Head drawn first, 
Pre-op, male and female 
breast 
11-1-54 Female drawn first Body drawn first, male and female 
Postop, 
breast 
2-23-55 Female drawn first Body drawn first, male and female 
follow-up 





*All figures were frontal except for the male of 9-2-54, which was semi-frontal. On 
the follow-up drawing sets, J. B. knew he was to draw figures of each sex, and pro- 
ceeded to do so without waiting for instructions from the writer. 
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vertical lines on the skirt, a tight necklace, a masculine face and 
shoulders, and arms held toward the rear. 

The postoperative figures (6-2-54) showed a well-integrated fe- 
male, with a less well-integrated male. The male was much larger 
than in the previous drawing, and was teen-aged. The head was 
small, with a large, vertically extended body, extra lines in the 
space between the legs, open crotch lines, an emphasized tie, the 

















o 


Figure 1. Figure drawings of June 2, 1954, following the operation on the genitalia. 
The male figure (544” tall) is less well-integrated than the female figure (444”). Each 
figure in the series was drawn somewhat to the left of an 8”x1044” sheet of paper. 
In the present drawing, the crotch lines of the male figure are open, the head small, 
the left ear missing, and the arms pressed closely to the large, vertically-extended 
body. The girl is much more feminine than the mother-figure of the boy’s first draw- 
ing (not shown). The numerals around the drawings indicated the physical sequence 
in which the figures were drawn, the body before the head in both instances. ° 
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Figure 2. Figures of September 2, 1954, the day before the operation to remove the 
breasts; the aggressive-featured female, a mother figure, was drawn first. She is much 
larger (7%”) than the schoolboy male (5”). The heads were drawn first in both figures, 
the only instance of “normal” physical sequence in the series. 


left ear missing, the arms pressed close to the body, and the ap- 
pearance of a pocket on his jacket. The female was radically 
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changed to represent a teen-aged girl, with voluminous skirts, 
while vertical skirt lines disappeared. There were a V neckline, 
shoulderstraps, and a necklace. The hands were pressed to the 
body, and the figure was much more feminine than the May 26 
female (Figure 1.) 


The figures before the breast operation (9-2-54) showed major 
differences from the other pairs. An extremely large female was 
drawn first, with the physical sequence normal; and the male was 
similar to the passive boy of the first drawing (5-26-54). The boy 
was in semi-frontal view, with the physical sequence also normal 
here. The female was a mother representation with highly aggres- 
sive features. The necklace had disappeared, the arms were to the 
rear, and the skirt was slightly less full than before and without 
vertical lines. The most striking feature involved heavily accentu- 
ated eyes and eyelashes, and there was a mouth erasure. The male 
was a passive schoolboy, with books covering his genital area. 
The tie had disappeared, and there was specific emphasis on the 
waist line. The male figure was much smaller than the female of 
the same date, but still of average size. (Figure 2.) 


The figures after the breast operation (11-1-54) were almost 
identical with the June 2 pair, except that the female was drawn 
first. A girl of the patient’s own age group was drawn in evening 
dress, with long vertical lines down the voluminous skirt, and a 
rose at the waist. There were no shoulder straps, more of the 
pectoral area was revealed than before, and an elaborate neck- 
lace was drawn. The arms were held toward the rear. The male 
closely resembled the teen-aged male of June 2. The body was 
huge in comparison to the head, and was vertically elongated. A 
pocket reappeared, and the arms were pressed close to the body. 
The crotch lines were wide open, and the inside leg lines were 
fragmented. The left ear was missing, and the shoulders were 
massive. This time, a bow tie was drawn; J. B. began the drawing 
with the tie, erased it entirely, and then returned to it as the last 
feature drawn. 

The postoperative follow-up (2-23-55) figures were similar to 
the June 2 and November 1 figures, with a few, but important, 
differences. The girl was again the patient’s age, she again wore 
a voluminous skirt, but the rose and necklace were absent. The 
skirt had numerous vertical lines, and there was a wide, central 
pleat, which began at the waist, and progressively widened to the 
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Figure 3. The follow-up drawings of February 2, 1955. Both boy (544”) and the 
girl (4”) are teen-aged; the girl was drawn first. The boy is the best-integrated of 
any male figure in the series. The numerals again show the order of drawing, with 
bodies drawn before heads in both figures. 


bottom of the skirt. The arms were to the rear. The male was 
the best-integrated of the male series, and again represented a 
teen-aged boy. The crotch lines were closed, and a tie was present, 
as well as a pocket and buttons. There were extra lines on the 
legs, and the arms were pressed to the body. (Figure 3.) 

None of the drawings had any Negroid physical characteristics, 
and all reflected compulsive traits. There were no bizarre features, 
or body-image distortions. The female figures were well-integrated 
throughout. The male figures were less well-integrated on June 
2 and November 1. Carefully and fully-clothed bodies were drawn 
without exception. 
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Taken in literal sequence, the drawings expressed a mild asser- 
tiveness in a strong passive-dependency status; increased struggles 
toward emotional growth; a distinct regression, followed by rein- 
troduced growth, reaching a point where some degree of integra- 
tion was achieved, but in a context of sustained identification-con- 
fusion. Vacillation between protected passive dependency and 
assertive rejection of that status was expressed in the sequence. 

The male figures were characterized by passivity, mildly fem- 
inine traits, interpersonal caution, and narcissistic preoccupation. 

The female figures had voluminous skirts, which suggested pro- 
tective fantasy, and the skirt elaborations hinted of furtive sexual 
curiosity. The mother females were aggressive, constricted, and 
without sexual emphasis. The females of the patient’s age were 
much more feminine and seductive, and were drawn with an 
aesthetic narcissistic orientation. 

The drawings tended to fall into distinct paired groupings. The 
figures before the two operations made up one group, while the 
other three sets made up the other. The first group was character- 
ized by the appearance of the mother figure and an associated 
dependent boy. The second group was comprised of teen-aged male 
and female figures. Thus, there were major differences between 
the pre-operative and postoperative drawings. The mother figure 
became dominant when the boy was faced with radical and sym- 
bolically potent surgery. Following each surgical procedure, there 
was an upsurging of assertiveness, and signs of some degree of 
strivings toward emotional growth. 

However, at the time of breast surgery, and from then on, J. B. 
drew the female first. The physical sequence was normal only 
at the time of the breast surgery, and the normal sequence was 
not maintained in subsequent drawings. This lends special signifi- 
cance to the dynamics concurrent with breast surgery. The sug- 
gestion arises that the reversal of physical sequence is related to 
which figure is drawn first. Emphasis on intellectual control 
alone does not seem to explain the phenomenon. When the male 
was drawn first, and followed by a mother female, the normal 
physical sequence was reversed. Only when the dominant mother 
female was drawn first, and followed by the dependent male, was 
J. B. able to effect the normal physical sequence. Close examina- 
tion of the male offers further information. (Figure 2). This figure 
was the only representation where the tie was absent, and the 
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figure was half turned from frontal view. Waist line emphasis 
appeared, and books covered the genitals. These features sug- 
gested that when the primary pattern relationship of dependency 
was accepted, negativistic impulses dropped out (physical se- 
quence was normal). The simultaneous eye emphasis on the mother 
suggested that the way she would view him after the surgery 
acquired special importance. That is, would perceptual approval 
depend on retaining the dependency status she fostered, and how 
would assertive experimentation be perceived? The next male fig- 
ure was equipped with a bow tie. The boy had great difficulty, 
both in drawing the bow tie, and in including it at all (concur- 
rently, the Bender Gestalt design eight was feminized). 


Following breast surgery, some degree of pectoral exposure ap- 
peared on both the male and female figures. The concurrent elabo- 
rate necklace and bow tie appeared connected, in that there was 
more freedom to call attention to the upper torso. 

The appearance of substitutions of girls of his own age for the 
mother figure in the postoperative drawings suggested that the 
surgery had served to let J. B. feel better equipped to relate to 
girls, and this feeling was apparently maintained. 

The imminence of the operations had themselves brought the 
mother much to the fore. Postoperatively, body impulses became 
more dominant. After the breast operation, the female figure was 
always drawn first. There was much to indicate identification con- 
fusion, but with continued masculine striving and reaching toward 
maturation. 

Bender Gestalt* 


Major Features—Design A: (Interpersonal and heterosexual 
card). Within the total recall tabulation, this design was contam- 
inated five separate times. Initially, the total design was greatly 
enlarged, with the circle and diamond the same size. Equal size 
relationship persisted until the test on November 1, when the circle 

*Ideas for Bender Gestalt interpretations were obtained from a workshop conducted 
by Dr. Fred Brown (Ref. 8). He has offered the only systematic approach to dynamic 
meanings in the reproduction of Bender designs, and expects to publish his findings in 
monograph form. His formulations about Bender designs were based on 3,000 case 
studies, and were developed over a period of six years. This method was used as a 
simple, nontraumatic approach, and the results were systematically evaluated in terms 
of Brown’s theoretical framework. The author recognizes that this is not the only way 
to interpret the individual differences shown from person to person in the reproduction 
of Bender designs. However, for the present purposes, factors of serial learning, de- 
sign complexity, and similar influences were not considered. 
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Table 6. Chronological Sequence of Bender Gestalt Designs Recalled on the Extended 
Recall (ER) and Regular Recall (RR) 








Date ER Designs Recalled RR Designs Recalled 
5-26-54 EB not given 3, 5, 6, 7, 8 

Before operation 

on genitalia 
5-28-54 3, 5 3, 5, 6, 7, 8 


After operation 
on genitalia 
6-2-54 5, 2,* 7, 3 2, 3, 4, 5, 6, 7, 8 
After operation 
on genitalia 
9-2-54 6 3, 5, 6, 7, 8 
Before operation 
on breasts 
9-22-54 
After operation 
on breasts 
11-1-54 3, 2, 5 1, 2, 3, 4, 5, 6, 8 
After operation 
on breasts 
2-23-55 
Follow-up 
examination 


iS) 


, 7, 2,* 5, 6 1, 2, 3, 5, 6 


on 


, 3, 7,* 6, 2 1, 2, 3, 5, 6, 7, 8 





*Design did not appear on immediately preceding RR. 


became preponderantly larger, and this relationship persisted. On 
June 2, the circle was open at the diamond intersection. There was 
a consistent trend to leave the bottom line intersection of the 
diamond open. The circle was drawn within the center of the dia- 
mond on the ER on November 1. 

Major Features—Design 1: (Degree of control function; and 
measure of regressive trends). This design was recalled least fre- 
quently of any on the RR, and never on the ER. The quality of 
the dot fluctuated throughout, with a tendency for an upward 
swing of the entire group. The dot quality gradually improved, 
and the upward swing lessened appreciably. 

Major Features—Design 2: (Degree of control; regressive fac- 
tors; defenses against depression). An upward swing of the entire 
group was marked on all recalls, but this also appeared on most 
direct copies. The upward swing continued throughout, except for 
a downward swing on the direct copy, November 1. The loops were 
frequently open at the apex. The September 22 ER showed strong 
regressive tendencies, where loops reverted to dots. 
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Table 7. Frequency of Individual Bender Gestalt Design Recall on Regular Recall 
and Extended Recall 











Design RR Times Recalled (total 7) ER Times Recalled (total 6) 
A no complete recall, part of 2 no complete recall, part of 3 contam. 
contam, 
1 3 none 
2 4 4 
3 7 (all) 5 
+ 2 complete, part of 3 contam. no complete recall, part of 2 contam. 
5 7 (all) 5 
6 6 complete, part of 1 contam. 3 complete, part of 1 contam. 
7 5 3 
8 7 no complete recall, part of 1 contam. 





Major Features—Design 3: (Degree of control; regressive fac- 
tors). This design was recalled on all seven RR, and five of the six 
ER. Dots regressed to dashes from the first recall to June 2. 
The dashes reappeared on the September 22 ER. The ares were 
extended and widened on September 2. The appearance of dashes 
diminished greatly, though a slight dash-tendency was retained. 

Major Features—Design 4: (Relationships involving orality and 
defenses against depression). There was no complete recall of 
Design 4 on the ER, and only two complete recalls on the RR. On 
the two complete RR recalls, the right figure penetrated the left 
figure at the point of contact. The design was contaminated five 
times. The point of contact suffered various distortions. On Sep- 
tember 2, the right figure became proportionally larger and this 
persisted. On September 22, there was no contact between the 
figures, and the right figure dropped below theleft. The left figure 
was closed at the top on the September 22 RR, making a square. 
The final contamination, on the February 23, 1955 RR, included 
a complete reversal of the left figure to the position of the right 
figure; and the figures did not make contact. 

Major Features—Design 5: (Orality; control-regressive; in- 
group feeling). This design was recalled on all RR, and on five 
of the six ER. The spur line was invariably drawn first, and the 
point of contact dot was frequently fainter and smaller than the 
other dots. The spur, or diagonal extension, was centered and made 
directly vertical on the May 28 RR. There was a consistent tend- 
ency for this figure to tilt downward to the right (most pronounced 
on the November 1 RR). The design became distinctly penile on 
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the September 22 ER. The dots reverted to loops on the September 
22 RR, and the February 23 RR. 

Major Features—Design 6: (Affect card, like Rorschach color 
cards). Design 6 was contaminated twice. There was a consistent 
tendency for the horizontal lines to swing down to the right; at 
the end of the sequence, there was a reaction against this tendency 
by a back twist at the right end. On the September 2 ER, the de- 
sign was very constricted. Scissoring (repression of the down- 
ward trend) appeared on the February 23 ER, but this was not 
present on the RR of the same date. The most prominent sloping 
of the horizontal line appeared on the September 2 RR; there was 
a general trend for the downward swing to lessen. 


Major Features—Design 7: (Relationship with authority figure; 
parent-child relations). The left figure was drawn first on May 
26 and on the May 26 RR, and not thereafter. The left figure (or 
self-representation figure) was generally (at times extremely) 
smaller than the right figure. The left figure had frequent work- 
overs. There was a tendency for the inferior ends of both figures 
to be open throughout. The left figure followed a rotation sequence 
on recall. On the May 26 RR, the left figure rotated to form a 
right angle with the right figure, and was much smaller. The same 
feature appeared on the June 2 ER, where the right figure leaned 
downward to the right, making the left figure appear as a small 
appendage horizontally. The same relationship was maintained 
through the September 22 ER. There were no further recalls of 
this design until February 23, 1955, when the left figure was 
rotated 180°, had become an appendage on the right side of the 
right figure (and was one third smaller than the right figure). 
This relationship persisted through the final RR. 

Major Features—Design 8: (Strong phallic symbol; diamond 
reflects self-concept of role placement). This design was never re- 
called on the ER except in contaminated form on September 22. 
It was always recalled on the RR. There was a tendency for work- 
overs on the diamond. Initially, the diamond moved to the left 
of center (5-26-54 RR); midway in the sequence, the diamond 
floated within the frame (9-2-54 and 9-22-54) ; this was followed by 
a trend toward having the diamond lines extend outside the frame 
of the design. There was a persistent and pronounced tendency to 
leave the left end of the figure open throughout, and some tendency 
to leave both ends open. The length of the figure was extended 
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q Table 8. Chronological Sequence of Bender Gestalt Design Contaminations on the 
Extended and Regular Recalls 
RE Number RB Contam- ER Number ER Contam- 
; Date Recalled* inations Recalled* inations 
, 5-26-54 5 none not given not given 
, Before operation 
on genitalia 
4 5-28-54 5 4&A 2 none 
5 After operation 
t on genitalia 
‘ 6-2-54 7 none 4 4&A 
F After operation 
5 on genitalia 
9-2-54 5 none 1 none 
° Before operation 
2 on breast 
f 9-29-54 6 At & 6 5 8&A 
c After operation 
) on breast 
t 11-1-54 7 none 4 4&6 
After operation At 
8 on breast 
e 2-23-55 7 4&A 5 none 
1 Follow-up 
" examination 
1 *Total number recalled without contaminations. 
l tContamination and distortion. 
1 tContaminated with itself. 
f markedly at the beginning and the end of the series. The ver- 
° tical width was extended, and over-all length greatly reduced on 
© the November 1 RR. The total size of the design was enlarged on 
c May 26 RR, to an extreme extent on May 28, and to a lesser extent 
on June 2, February 23, and the February 23 RR. The total size 
d of the design was decreased on September 2, and to a marked 
.. 
). Table 9, Frequency of Interdesign Contaminations on the Bender Gestalt 
c= Design Contamination Design Frequency 
t 4 with A 3 
d 4 with 6 2 
y A with 4 3 
e A with 8 3 
| A with A* 1 
0 6 with 4 2 
y 8 with A 1 
d *Self-contamination. 
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extent on both the ER and RR on September 22. The right end 
of the design was specifically enlarged on May 28 and on the June 
2 RR, while the left end was enlarged from September 2 onward. 


Brown,* has pointed out the importance of design contamina- 
tions and distortions which appear on recall, in terms of clinical 
and symbolic significance. This observation is based on the prem- 
ise that the stronger the individual’s ego, the less the distortion. 
Seven contaminations appeared in this series, three on RR and 
four on ER.* The degree of passive-dependency conflict, and the 
extent to which this interfered with heterosexual role experimen- 
tation was expressed in the frequency of contamination between 
Design A and Design 4. This feature was sustained, and showed 
up on the final RR of February 23, 1955. This final contamination 
also showed positional interchange of the figures, as well as sepa- 
ration; and it suggested role confusion and detachment, asso- 
ciated with frustration of oral needs. The contamination between 
Design 4 and Design 6 expressed the intensity of affective valence 
in connection with oral drives. A rare feature appeared on the 
November 1 ER, (Design A) where the circle was incorporated in 
the center of the diamond (self-contamination). This seemed to 
overemphasize the masculine element, but also pointed up bisex- 
uality, with a reaction against the feminine component (this design 
had not been recalled on the previous RR). The design contamina- 
tion between A and 8 in the September 22 ER expressed role con- 
fusion again. The circle of Design A was substituted for the center 
diamond of Design 8. The center diamond of Design 8 represents 
the self-concept of the role status in the environment; thus a femi- 
nine component was substituted for a more masculine one. Ham- 
mer® refers to a similar finding in his study of surgical steriliza- 
tion. 


Contaminations appeared on the immediate postoperative and 
follow-up dates, not on the pre-operative dates. Design contamina- 
tions expressed the persistence of role confusion, simultaneously 
with increased masculinity strivings. This confusion was not 
altered by surgical manipulation. 

In addition to the contamination features, the Design A treat- 
ment expressed a feeling of lack of integration, where assets may 
evaporate, or not be socially approved. From November 1 on, 
the size of the circle suggested a retained maternal identification, 
*See Table 8. 











A PROJECTIVE STUDY OF A TRUE HERMAPHRODITE 


*g JO UoT;eZuOTe st 104} pus “| Y}IM PozeUTUTEzUOD Bf Y “Wy Oy} UT “VINSy 44S oy} JO 4ySU oy} 48 eBepucdds ue mou eindy 470] 
ou, Wim ‘2, usiseq Jo uwoT}e}01 poo[duos-mou oy} sMoys (7431) [[B0OL ABINSaI OY, “USISep B uIyIIM BZutavip JO sJop10 oy} son 
-By poyozeys oy} ‘srequnu usisep moys urese seiounu pojuud pus ,,¥y poyutad oy} ‘doo yoorrp oy} ul ‘9g ustseq orp A[Teuy yoolqns 
oy} e10ym 3ods Oy} UI—4I MBIP 0} 3du10}38 4sIy OY} FO aINSeIO PU FYB OY} 0} 4 USIBaq JO WOT}E}OI OY} SMOYS Ft SFEgT ‘T JOquIOAON 
FO WOTSses OY} WOIZ [[VooI BV st 4Zo, “AW ‘[Te001 pepuszxe oyy, “cog ‘gz ArenIqeg Jo sButmeip dn-mojjoy y[eysep Jopusg “¢ ain3LyZ 


a 

















ROBERT S. MC CULLY, M.A. 25 


a great deal of passivity, and inferiority in the masculine role. 
The variations in the point of contact expressed a forced attitude 
toward relating with others. 


Designs 1, 2, and 3 reflected strong reaction formations against 
depression. Varying degrees of control were expressed; but there 
was a gradual tendency toward adequately maintained control, 
while a need to react against depression was sustained throughout. 
Irritability and impatience appeared, as well as regressive im- 
pulsivity; the hostile irritability was turned largely toward the 
patient himself (intropunitively). The postoperative records 
showed more regressive and depressive features than the pre- 
operative ones. The tendency was toward gradual improvement, 
in terms of relative control. 


The recall treatment of Design 4 suggested the acceptance of 
oral needs to the point of urgency—penetration into the breast. 
This may well have been one of the bases for the depression which 
J. B. constantly showed signs of reacting against. The right figure 
of Design 4 was enlarged on September 2, and this emphasis per- 
sisted. Following the breast operation, the figures were separated ; 
and the right figure fell below the left. This suggested a degree 
of de-cathexis in a depressive context. Since this was followed by 
sustained recall contaminations of Design 4, poor ability to re- 
cover was implied. Distortion of the left figure (closing the square) 
on the September 22 RR, showed a transitory containment of 
affect, as in the pseudo-independence of narcissism. 

The consistent toppling of Design 5 suggested strong fears asso- 
ciated with giving in to erotic excitement. Centering of the diago- 
nal or spur, and its erectile position on the May 28 RR corres- 
ponded with the increased phallic strivings which were concur- 
rently emphasized on the other projective techniques. The dimness 
of the contact spur dot may have been related to phallic inferiority. 
The September 22 ER, with its distinct penile configuration, sug- 
gested breast-penis confusion; this appeared only at the time fol- 
lowing the breast operation. 

Design 6 expressed a consistent, though gradually lessening, 
depressive tendency, which was generally reacted against. Affect, 
as measured by this design, was highly constricted just before 
the breast surgery. 

Design 7 showed a sequential struggle with passive dependency 
relationships. All recalls of this design (rotations and greatly in- 
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was elongated (much more cautiously) at the end of the series, 
thus leaving the impression of retained, though superficial, phallic 
aspirations. 

The same figure was distinctly feminized on the November 1 
ER. A concern about potency was again suggested by the open 
points. The emphasis on the left end of the design, stressed a 
primary pre-phallic orientation. 


Thematic Apperception Test 


The TAT cards selected by the patient were: 13B, 17BM, 6BM, 
2, 1 and 8GF, 13G, 7GF. 

The patient’s themes were short, unimaginative, and without 
elaborations. A tendency toward descriptive evasion was present. 
The general mood tone was one of isolation, and there was little 
attempt to introduce pleasant circumstances or happy attitudes 
for the figures. An ambivalent attitude toward a rejecting mother 
figure was expressed, as well as mildly negativistic feelings toward 
the primary environment. Distinct conflict between autonomy and 
compliance appeared. The card with the figure climbing a rope 
was immediately associated with masculine strivings, and the mo- 
tive for selection of the card had a narcissistic flavor. Card 1 
elicited ambivalence toward artistic interests, but this seemed to 
be of more transitory than permanent nature. 

A conspicuous perceptual distortion appeared on the 8GF card, 
where the obvious female figure was seen as a young boy, con- 
templating a career as a pilot. J. B. gave as a title for this picture, 
“The Wondering Boy.” The figure of the girl on card 13GF was 
also seen as male, and the theme was entitled, “The Boy on the 
Stairs.” The boy was described as going to a doctor’s office for a 
toothache. 

The sex reversals appeared in contexts associated with the 
future and the unknown. The need to impute physical distress as 
the associated theme, was an apparent correlation with his own 
hospital circumstances. 

Psychoanalytic theory” suggests that anxiety and apprehension 
about dental manipulation may be associated with fears of attack. 
J. B.’s anxious attention was being called to the oral sphere, and 
the Bender Gestalt Design 5 (breast symbol) became distinctly 
penile during this period (the ER of September 22). Perceptual 
distortions of sex on the Thematic Apperception Test have been 
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a common finding in adult paranoid individuals with castration 
anxiety. J. B.’s sex reversals gave graphic expression to the in- 
tensity of role confusion and blurred identification. The percept- 
ual reversals of sex were concurrent with both the breast opera- 
tion, and J. B.’s shift to drawing the female figure first.* The dis- 
tortions left the suggestion that he perceived himself as a boy, 
even though the appearances were those of a girl, and they further 
reflected the probability of fears about going in to the doctor as 
masculine, and coming out feminine. 

It is interesting to note that the most pertinent material, in 
terms of his surgical problems, appears on the card series designed 
for female subjects, rather than on the male series. 


Word Association Test 

No reaction time in the Word Association Test was over six 
seconds, and practically all the responses occurred at the end of 
one or two seconds. Several stimulus words were presented twice, 
but at widely separated intervals. The associations shown in Table 
10 were grouped for similarity and are not in the original order. 
Several of the word stimuli appeared in the Rorschach content. 

By and large, the responses were characterized by “distant” 
associations, often with no apparent connection between stimulus 
and reaction word. Rapaport,’ suggests that “distant” reactions 
are a mechanism related to deep-lying affects which seek expres- 
sion. 


Table 10. Replies in Word Association Test 





Nipple—mountain Penis—(1) rope 
Mountain—sew (2) weather 
Breast—(1) rest Punishment—rope 
(2) ground Masturbate—(1) mirror 
Dark—ground (2) lock 
Sea—mouth Yellow—lock 
Drink—storm door Fire—poor 
Bite—shoe Love—(1) boy’s face clean 
Mother—(1) feet (2) boy 
(2) bill Homosexual—learn 
Bowel Movement—(1) roof Sex—water 
(2) taste Water—sit 
Suicide—food Intercourse—boat 
Trunk—a torn box Boyfriend—doll 
Father—glass 





*See Table 5. 
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The predominant content pattern involved a massing of orally- 
oriented passive words, Several reactions pointed to oral frustra- 
tion in a depressive context. 

The distance of the responses often obscured individual mean- 
ing, and called for interpretive caution. However, certain pertinent 
features were suggested. “Mother” was associated with “feet,” 
and all of the female figure drawings exhibited tiny, “token” feet. 
This suggested strong insecurity associated with mother relation- 
ships, and an oral-aggressive reaction was implied by the asso- 
ciation between “bite” and “shoe.” “Father—glass” pointed toward 
a superficial or brittle relationship in that sphere. The “mountain 
—nipple—sew” triad was concurrent with an increase of mountain 
associations on the Rorschach, and may have been an equivalent 
correlation with breast area anxiety. “Sex—water—sit” suggested 
a connection with the Blacky Pictures’ association of primitive 
erotic excitement when bathed by the mother during infancy. Love 
was equated with maternal approval based on cleanliness. “Penis 
—rope—punishment” apparently indicated guilt feelings in asso- 
ciation with erotic expression. 

The word “yellow” was included for its possible accidental sig- 
nificance in an early life experience. J. B.’s major memory from 
the hypospadias correction (when he was six), was the nurse’s 
comment as she placed the anesthesia funnel over his mouth. He 
remembered it was a brilliant yellow color, and the nurse said 
she was going to put some “yellow lipstick” on him. The intensity 
of this experience was illustrated by J. B.’s obvious embarrass- 
ment and giggling when he reported it some seven years later. 
Both “masturbate” and “yellow” were associated with “lock,” and 
suggested an attitude of inaccessibility, or impulse repression (as- 
pects of the Bender Gestalt suggested fears about giving in to 
erotic excitement). 

Several other responses seemed to have obvious symbolic sig- 
nificance, but interpretation deserved caution. 


Mosaic Test 
An adequate design of a house was made. There were seven 
yellow squares, and one white square which represented a window. 
There was no door. Five, green equilateral triangles constituted 
the roof. The color selection spoke for general constraint: the 
free association for yellow has already been discussed; and, in 
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the Word Association test, “green” was associated with “coast.” 
The absence of a door, and the designation of only a window for 
external communication, appeared significant. The former sug- 
gested social distance and concern about accessibility between him- 
self and figures within the home, while the later implied a retained 
wish for communication. 


Tree Drawings 


Both trees were large, and thus suggested a feeling of environ- 
mental constriction. The tree drawn on June 2 had a great mass 
of leaves, while the February 23 tree was barren. Both had con- 
spicuous root emphasis, with the roots excessively large before 
entering the ground. The marked differential treatment in terms 
of leaves, corresponded to the seasons of the year in which the 
drawings were made. However, the implication remained that the 
degree of satisfaction obtained from the environment varied. 
There had been an originally hopeful attitude; and this was fol- 
lowed by a tree which stood in a cold, unreceptive atmosphere. 
The root emphasis stressed insecurity feelings and constrictive 
control emphasis. 

Discussion 


J. B. was brought up as a male child. He should have acquired 
a concept of his own sex by the age of four, roughly about the 
time that his father left the home. Two years later, during the 
presumably charged Oedipal stage, he was subjected to a plastic 
repair of the penis. This, along with accompanying factors, could 
well have been construed in his fantasy life as a castration phe- 
nomenon. Despite what must have been awkward urination before 
the meatus repair, the mother reported no difficulty with toilet 
training at the usual age. The child’s breast development began 
at puberty, and this would likely have served him as evidence of 
castration proof. After some months, during which he was ex- 
tremely conscious of breast development, he was hospitalized, and 
the genital zone was again subjected to surgery, and this served 
to point up to him that something was wrong there, with the geni- 
talia, and that this was connected with his breasts. After the first 
surgery, the breasts were the same as before. Three months later, 
the breasts were surgically removed, and the boy was informed 
that he was to return for check-ups. A highly-charged relationship 
between the genitals and the breast could be presumed to have 
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been formed in his fantasy life. J. B.’s long silence about the 
whole matter, with failure to allude in any way to his condition 
in talking to his mother, was conspicuous. She learned of his dis- 
tress through a boy cousin, who had made jesting remarks about 
J. B.’s breasts. 

The absence of a father figure certainly played a significant 
role in the sequence of events. The negative effect would be 
obvious, but there were probably other influences, such as not 
having had the father around to compete with when it became 
obvious to J. B. that his sexual equipment was aberrant. 


Questions Raised by Study 


A number of fundamental questions arose as a consequence of 
this study. 
I 


What was the level of attainment in terms of psychosexual de- 
velopment, and how did the surgical procedures affect this? 

From the psychoanalytic viewpoint, the evidence suggested that 
J. B. had a great deal of fixation at the pregenital level. Surgical 
procedures did not appear to have altered that status basically. 
However, the surgery produced transitory effects which were re- 
lated to a superficial drive toward maturation. 


I 


What was the status of ego strength, and where did libido at- 
tachment seem directed? 

In general, ego strength was remarkably adequate. Only the 
consistent appearance of Bender Gestalt design contaminations, 
the distant word association reactions, and evidence of the need 
to react against a depressive potential, suggested reservations 
about the sustained efficiency of ego protection. Libido attachment 
seemed primarily self-directed. 


Ill 
How was the personality structure organized in conjunction 
with the unequivocal presence of both male and female sexual 
characteristics; and was this altered or affected by surgery? 
The personality structure appeared to have been passive, recep- 
tive, and with perhaps no strong sex differentiation. Before breast 
development, J. B. had been accepted as a boy; but the unconscious 
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orientation was somewhat more feminine than masculine. It is pos- 
sible that he would have had to decide first just what sex he was, 
before he could know which direction to go toward. He knew that 
the surgery was intended to build up male traits and take away 
female traits, and this apparently created two sets of ambivalences. 

Society had pronounced him masculine, and, then, when evidence 
to the contrary began to appear, society took steps to eradicate 
the confusing evidence. J. B. appeared to have gone along with 
this superficially ; but there were reactions against the loss of fem- 
inine characteristics. 


On the Rorschach, the genital surgery produced an increased, 
but somewhat transitory, phallic preoccupation. This was accom- 
panied by signs of disillusionment. Anxiety was manifest at both 
symbolically-important surgical procedures by a distinct increase 
in the control of affective energy output. The breast operation 
did not reinduce phallic aspirations, and was followed by a de- 
crease in goal-directed drive. This left evidence that J. B. had 
given some implicit acceptance to the status that having breasts 
would imply. 

IV 

Were unconscious needs and orientation compatible with con- 

scious attitudes and events? 


The unconscious needs were more amorphous than crystallized, 
and were characterized by ambivalences. In that sense, the con- 
scious drive to resolve the riddle of his sex did not have a com- 
patible dynamic structure which would have made for easy accept- 
ance of the surgical events. 


V 


Did the removal of female characteristics reinforce ego strength 
and make him more secure on the unconscious level? 


Ego strength did not appear to have been fundamentally altered 
by the surgical changes. Since there was intermittent evidence for 
reactions against dependency, and for increased phallic strivings, 
some effects on unconscious determinants were present. Whether 
this was a reaction to new insecurities, or represented increased 
integration, cannot be safely stated. Feelings of increased security 
and better integration on the conscious level can be presumed. 
However, there were no spectacular or sustained alterations within 
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the dynamics which could be associated with the conventional idea 
of a “better integrated” unconscious status. 


VI 

Were there significant dynamic fluctuations associated with the 
surgical manipulation? 

There were dynamic fluctuations which were centered around 
ambivalences, but there were no clear-cut indications that the sur- 
gery had produced a new frame of reference from which integra- 
tion could surge-forth. At the same time, genital alteration did 
not release any pathological sexual symbolism or autisms. 


Vil 


Did the projective techniques provide an adequate measure of 
the events which happened to J. B.? 


The degree to which the projective techniques reflected what 
had happened, and was happening to J. B. cannot be conclusively 
determined. There was much to suggest that pertinent correlates 
were being reflected. The thematic techniques stirred up the most 
dramatic nuances. The Bender Gestalt, as used herein, was par- 
ticularly sensitive, and yielded rich interpretive data. The Figure 
Drawings and the Rorschach, the latter in particular, were rela- 
tively less variable and more internally consistent throughout. 
Nevertheless, they provided a valuable base line, and the consist- 
ency was more apparent than actual. 

It is obviously difficult or impossible to tease out conclusions 
about a personality theory or about particular techniques of per- 
sonality measurement, when the concepts of the theory are the 
tools of the investigation and interpretation. Thus, the foregoing 
discussion can only be considered to be the finding of relevancies 
in a particular case. 

One of the fundamental conclusions which emerged seemed to be 
that there is obvious fluidity of concepts, which are too often con- 
sidered as representing an exact state of affairs—from a given 
point within the personality development to the time of investi- 
gation. Likewise, a projective picture is often considered to be a 
more or less exact cross-section of what an individual’s dynamics 
are—and have been up to the present. Objections to this variety 
of dichotomized thinking are well known, but the present study 
returns them to bright focus. 
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The importance of the projective techniques lay in the variety 
used—over a period in which different significant things were 
happening at different times, and each test had its own pertinent 
set of influences and circumstances. One cannot help but reflect 


on how little would have become apparent had only a series of 
Rorschachs been administered. 


Because of the variability of basic concepts under different sets 
of circumstances, and their questionable meaning in isolation, the 
writer feels that grave limits are always set when personality 
assay is subjected to laboratory and statistical analysis. 


SUMMARY 


The personality of a true hermaphrodite was investigated dur- 
ing a period wherein female sexual tissues were surgically abol- 
ished. A variety of projective techniques were used to measure 
dynamic fluctuations associated with what were presumed to be 
vitally important events. 


When the series of traumatic experiences is considered the de- 
gree of general integration was surprising. Similar clinical obser- 
vations have been made about other hermaphrodites.** This argues 
for personality determinants having been formed much earlier. 


The traumatic events did not produce violently disruptive un- 
conscious reactions, nor did the genital alterations appear to pro- 
vide a compass by which the patient could clearly chart his devel- 
opmental course. 


A follow-up study is anticipated for the future. 


Payne Whitney Psychiatric Clinic 
New York Hospital 

525 East 68th Street 

New York 21, N. Y. 
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HAHNEMANN AND THE “MORAL TREATMENT OF THE INSANE” 


BY JOHN LANZKRON, M.D. 


Samuel Hahnemann (1755-1843) was the founder of homeop- 
athy; and when the medical world observed the bicentenary of 
his birth in 1955, it was as the first homeopathic physician that 
he was remembered. Few recalled—and, in fact, few probably had 
ever heard—that Hahnemann also has a claim to be honored with 
Tuke and Pinel’ as a founder of modern psychiatry. Hahnemann 
may actually have been the first practitioner of psychological 
medicine, or, as it was called in his day, the “moral treatment of 
the insane.” Hahnemann, it appears, had already treated a patient 
successfully by moral “methods” when Tuke’ was merely project- 
ing the Retreat at York and before Pinel’ arrested the attention of 
the world by his spectacular striking of the chains from the mental 
patients in the Bicétre in 1793. (Perhaps all three were influenced 
by George III’s recent dramatic recovery from madness under the 
care of the Rev. Francis Willis, M.D., who has been credited with 
developing a “new method of soothing and persuasive” treatment,’ 
which nevertheless included a strait-waistcoat, at least one in- 
stance of gagging, and the practices of blistering, administering 
emetics, and dosing with quinine.*) 

Hahnemann’s use of “moral treatment” was fully in accord with 
his character. He was a very keen clinical observer and a good 
diagnostician ; but it seems probable today that his numerous suc- 
cesses and his world-wide reputation were mostly due to his im- 
pressive personality and to his recognition of the mind-body re- 
lationship we now call psychosomatic medicine, rather than to his 
medical theories. It must be remembered, too, that he fought 
valiantly against superstition, combating useless bloodletting, the 
constant use of enemas and other harmful practices then in vogue 
in the treatment of chronic diseases. 

Hahnemann’s experience with psychiatry came at a time when 
he was still formulating the principles on which he later based 
his famous statement of the theory of homeopathic medicine. That 
statement finally appeared in an article entitled “Essay on a New 
Principle for Ascertaining the Curative Powers of iiegtel ” pub- 
lished in 1796. It declared: 
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“Every powerful medicinal substance produces in the human 
body a kind of peculiar disease; the more powerful the medicine, 
the more peculiar, marked and violent the disease. We should imi- 
tate nature which sometimes cures a chronic disease by superadd- 
ing another and employ in the (especially chronic) disease we 
wish to cure that medicine which is able to produce another very 
similar artificial disease, and the former will be cured; similar 
similibus.” 

Five years before this statement on which he founded his life- 
work, Hahnemann was responsible for suggesting the establish- 
ment of “a model asylum.” It was intended for “the higher classes 
of society,” a restriction which may have been suggested, not only 
by economic and social factors but by the case of George III, who 
had recovered his mental health only two years previously. An 
account of what developed from Hahnemann’s suggestion was 
published in the Monthly Homeopathic Review in London in 1887 
and was also reported by Dudgeon.* The Homeopathic Review re- 
counts that late in 1791 or early in 1792, R. Z. Becker, a friend of 
Hahnemann, was editor of a paper called the Reichanzeiger. 

“An article was published in this paper,” says the Homeopathic 
Review, “describing, at Hahnemann’s suggestion, a model asylum 
for the treatment, by gentle methods, of the insane of the higher 
classes of society. The wife of F. A. Klockenbring, the Hanoverian 
Minister of Police, Secretary to the Chancellery of Hanover, saw 
this article and was by the editor referred to Hahnemann. For 
about five years Klockenbring had, from his severe labors and his 
fast life, developed a great eccentricity. In the winter of 1791-92 he 
became the subject of a lampoon by the German dramatist, Kotze- 
bue, in which he was named Bahrdt with the iron forehead. On 
account of this he became violently insane and had been treated 
by Dr. Wichmann, the Hanoverian Court Physician, whom Hahne- 
mann calls ‘one of the greatest physicians of our age,’ for some 
time without benefit. Madame Klockenbring was so much im- 
pressed with this article and with an interview with Hahnemann 
that she desired him to take charge of the case of her husband. 
To this he consented, but as he had no place in which to treat this 
violent madman, and as no doubt the Duke of Gotha was also in- 
terested in the cure of so distinguished a man as much as was 
Hahnemann himself, the following arrangement was made: The 
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Duke gave up to Hahnemann a wing of his hunting castle at Geor- 
genthal, at the foot of the Thuringer Wald, nine miles from Gotha, 
and caused it to be fitted up as an asylum. 

“Hahnemann in his description of this ease’ speaks of the pre- 
vious eccentricity of the patient, of its causes, and of the effect 
of the lampoon, acting upon a mind already shaken. In ‘the winter 
of 1791-2 the most fearful madness developed itself. He was 
brought to the asylum toward the end of June, 1792, in a very 
melancholy state accompanied by strong keepers. His face was 
covered with large spots, was dirty, and imbecile in expression. 
Day and night he raved. He was afflicted with strange hallucina- 
tions, imagining himself in many positions. Would recite in Greek, 
recited, in the actual words of the Hebrew text, a Bible story to 
his keeper. His quotations from various languages were exact. 
He lived on terms of amity with emperors and queens. He de- 
stroyed his clothing and bedding, took his piano to pieces to dis- 
cover the complementary tone of harmony, wrote at one time a 
prescription for his own cure that seemed adapted to the treat- 
ment of insanity—in fact, exhibited the most perfect forms of 
excitable mania.’ 

“Hahnemann remarks that for two weeks he watched him care- 
fully before giving him any medicine. At the period of which we 
write the usual treatment of all forms of insanity was by violence, 
by chains, abuse, whipping and dungeons. Ameke says: ‘Physi- 
cians treated excitable and refractory maniacal patients like wild 
animals, corporal chastisement and nauseating medicines were 
ordinary means used. Furious maniacs were strapped down on 
a horizontal board which could be quickly turned on an axis to a 
vertical position, or put in a so-called rotating chair. “It is shame- 
ful to confess,” says Westphal, in 1880, “what a short time has 
elapsed since the insane were shown to the Sunday visitors of 
hospitals and workhouses as a sort of a sport, and teased in order 
to amuse the visitors.” ’ 


“Hahnemann did not countenance such cruelty and used only 
the mildest of methods in his treatment of the insane. He said: 
‘I never allow an insane person to be punished either by blows 
or any other kind of corporal chastisement, because these sufferers 
deserve only pity and are always rendered worse by such rough 
treatment and never improved.’ ” 
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Dudgeon, in his biography of Hahnemann, says: “May we not 
then justly claim for Hahnemann the honor of being the first who 
advocated and practiced the moral treatment of the insane? At 
all events he may divide the honor with Pinel, for we find that 
towards the end of this same year, 1792,* when Hahnemann was 
applying his principle of moral treatment to practice, Pinel made 
his first experiment of unchaining the maniacs of the Bicétre.”* 

Klockenbring, as the result of his treatment, returned to Han- 
over, “cured” in March 1793. For this successful treatment, Hahne- 
mann received a fee of 1,000 thalers, about $750, in addition to 
the expenses of the board of the patient. There is no record of any 
other patients in this “asylum.” H. A. O. Reichards® says “On ask- 
ing the witty Judge of Georgenthal, W. H. Jacobs, how many mad 
people Hahnemann had at that time in his asylum, he dryly an- 
swered, one, and that’s himself.” 


In Hufeland’s Journal, Vol. 2, p. 313, appears the following 
note: “An account of Hahnemann’s treatment of the insanity of 
Klockenbring is published in the Teutsch Monatschrift for Febru- 
ary, 1796.” 


Readers interested in this historical problem may also refer to 
Bradford’s biography of Hahnemann." It is the belief of the pres- 
ent writer that Hahnemann has never received the credit due him 
for his humanitarian approach to the problem of treatment of 
mental disease at a time when the ideas of the French Revolution 
had just started to crack the iron hold of authoritarian rulers on 
the Continent of Europe. 


Middletown State Homeopathic Hospital 
Monhagen Avenue 
Middletown, N. Y. 


*According to Zilboorg’s History of Medical Psychology (Ref. 1), this date is in 
error, although it is frequently given, notably in at least one authoritative encyclopaedia 
article. Zilboorg notes (p. 321) that the decree appointing Pinel to head the Bicétre 
was dated August 25, 1793, with Pinel to assume his duties on September 11, 1793; 
and he remarks (p. 325) that Pinel’s work at the Bicétre had “only begun” when “he 
was called upon to take over the administration of the Saltpétriére.” He quotes Pinel 
himself (p. 340) as referring to “the Bicétre Hospital, of which I have been in charge 
during the years 2 and 3 of the Republic...” The years 2 and 3 of the Republic were 
from September 22, 1793 to September 21, 1795. Larousse du axe Siécle (1928) also 
gives the date of Pinel’s appointment as chief physician of the Bicétre as 1793. The 
1793 date for Pinel means that Hahnemann’s moral treatment definitely preceded the 
famous unchaining at the Bicétre. 
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THE NEW YORK STATE COMMUNITY MENTAL HEALTH SERVICES 
ACT: ITS ORIGINS AND FIRST FOUR YEARS OF DEVELOPMENT 
BY HYMAN M. FORSTENZER AND ROBERT ©. HUNT, MD.* 


I. How tue Act Oricinatep>—THE Menta, HeattH CoMMISsION 

Out of World War II, came a tremendous increase in public con- 
cern over mental illness. The passage of the National Mental 
Health Act at the end of the war marked the first major move to 
re-examine the 100-year-old concept that responsibility for mental 
illness and mental health belonged almost exclusively to state 
government. That act’s emphasis on community mental health 
services, together with the dilemma created by the pyramiding 
social and economic costs of mental illness, impelled New York 
State in 1949 to form the interdepartmental Mental Health Com- 
mission—which planned, and paved the way for, the present com- 
munity services program. 

The commission consisted of the state commissioners of mental 
hygiene (permanent chairman), health, education, social welfare 
and correction.** Ernest M. Gruenberg, M.D., was executive direc- 
tor of the commission from its creation through the enactment 
of the Community Mental Health Services Act. For the greater 
part of this time the chairman of the commission was Newton 
Bigelow, M.D., who succeeded Frederick MacCurdy, M.D., as com- 
missioner of mental hygiene in April 1950 and served through 


*Director, Community Mental Health Services, New York State Department of Mental 
Hygiene; and director, Hudson River (N.Y.) State Hospital. 

**Members of New York State Mental Health Commission (Created April 22, 1949 
—Terminated March 31, 1956): : 

Commissioner of Mental Hygiene, Chairman of Commission: Frederick MacCurdy, 
M.D. (April 22, 1949 to March 31, 1950) ; Newton Bigelow, M.D. (acting, April 3, 1950 
to June 19, 1950—commissioner, June 19, 1950 to December 30, 1954); Arthur W. 
Pense, M.D. (acting, December 31, 1954 to July 7, 1955); Paul H. Hoch, M.D. (July 
7, 1955 to March 31, 1956). Commissioner of Correction: John A. Lyons (April 22, 1949 
to July 12, 1951) ; Edward J. Donovan (December 17, 1951 to June 15, 1954); Thomas 
J. McHugh (February 10, 1955 to March 31, 1956). Commissioner of Education: Francis 
T. Spaulding (April 22, 1949 to March 25, 1950); Lewis A. Wilson (April 21, 1950 
to September 1, 1955); James E. Allen, Jr., Ed.D. (September 1, 1955 to March 31, 
1956). Commissioner of Health: Herman E. Hilleboe, M.D. (April 22, 1949 to March 
31, 1956). Commissioner of Social Welfare: Robert T. Lansdale (April 22, 1949 to 
December 6, 1953); Raymond W. Houston (December 7, 1953 to March 31, 1966). 
Executive Director: Ernest M. Gruenberg, M.D, (December 15, 1949 to February 1, 
1955) ; Robert C. Hunt, M.D. (February 1, 1955 to March 31, 1956). Assistant Direc- 
tor: Hyman M. Forstenzer (April 1, 1950 to March 31, 1956). 
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1954. The commission was established “to bring about a state-wide 
expansion in mental health facilities and to make available suffi- 
cient professionally trained personnel in this state and to formu- 
late a sound long-range program for the diagnosis, prevention and 
treatment of mental and emotional illness and the care of the men- 
tally ill.” 

The Mental Health Commission came into existence on April 22, 
1949 as an interdepartmental agency within the Department of 
Mental Hygiene. On March 6, 1953, the original termination date 
of March 31, 1954 was extended for two years. In 1952, the 
Mitchell-Ten Eyck Law was passed, and the commission’s duties 
were expanded to include the development of a program of services 
and research in chronic alcoholism. Also, in 1952, as an outgrowth 
of a study undertaken jointly by the Department of Social Welfare 
and the Department of Mental Hygiene, the Executive Department 
directed the commission to inaugurate a pilot program of residen- 
tial treatment centers for emotionally disturbed children. In 1954, 
the Legislature assigned to the commission an experimental pro- 
gram of special classes for the severely mentally-retarded. This 
was later extended by executive action to include prevalence re- 
search and program evaluation. With the creation of the commis- 
sion, the commissioner of mental hygiene, as State Mental Health 
Authority, turned over to it the administration of the state’s quota 
of National Mental Health Act funds, in order to merge them with 
the commission’s state appropriation. 

From the sweeping assignment of responsibilities and duties 
found in the enabling legislation, activities were selected which 
were best designed, within the limitations of finances and time, to 
facilitate the accomplishment of the commission’s major task— 
the formulation of a master plan for community mental health 
services. 

The following activities were selected: 

1. Encouragement of expansion of existing out-patient commu- 
nity clinics and development of new community mental health 
facilities. 

2. Inauguration of a pilot program for research in the epidemi- 
ology of mental illness and evaluation of the effects of increased 
services on the incidence of disorders. 

3. Training of mental health personnel to increase the number 
available for service to the people of the state. 
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4. Provision of mental health education for professional staffs 
of the departments represented on the commission and for pro- 
fessional workers at the community level. 


5. Undertaking of a study of prototypes of community mental 
health services and facilities in the greater New York City area, 
to learn the range of activities developed up to this point for deal- 
ing with mental health at the community level and to gather data 
on costs and on the distribution of financial responsibility among 
voluntary agencies and the various levels of government. 

6. Co-ordination of mental health activities of the departments 
represented on the commission. 


All the activities listed contributed to the fund of information, 
the selection of issues and alternative solutions, and the formu- 
lation of concepts essential to the development of a long-range 
plan for community mental health services. Moreover, the activities 
carried on by the commission achieved other significant results. 
Many clinics came into being as a result of the grant-in-aid pro- 
gram, and most of them are now serving as nuclei around which 
community mental health programs are developing. One of the 
experimental general hospital psychiatric service projects led to 
the building of a multimillion-dollar psychiatric wing. The other 
has become a permanent service of its hospital; and both are now 
integral parts of their communities’ over-all mental health pro- 
grams. 

The commission’s activities for expanding mental health serv- 
ices, culminating in the passage of the Community Mental Health 
Services Act, resulted in a significant reorganization in the De- 
partment of Mental Hygiene, including the creation of the Division 
of Community Services.* : 


In another area, the commission’s research unit demonstrated 
the value of epidemiological research as a tool in fulfilling the 
state’s continuing responsibility for the care of the mentally ill 
and the promotion of mental health; and in April 1955, that unit 
became a permanent unit of the Department of Mental Hygiene. 

*This division, headed by an assistant commissioner, has four units: (1) the Com- 
munity Mental Health Service which administers the state-aid program, is responsible 
for training of mental health professionals for community services, handles the National 
Mental Health Act funds, is responsible for licensure of psychiatric clinics, and for 
the mental health education of the assisting professions; (2) the New York City After- 


care Program; (3) the state-operated child guidance clinics; and (4) the Social Service 
Bureau. 
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The training program for mental health personnel, which the 
Mental Health Commission inaugurated, paved the way for accept- 
ance of a continuing and expanded state role in this area. More 
than 230 full-year stipends for professional training in the mental 
health disciplines were completed during the commission’s life, 
and over 90 per cent of those receiving the stipends entered, or 
continued in, state service upon completion of training. In addi- 
tion, more than 2,000 individual professional courses were taken 
by State mental hospital people through commission aid. The pub- 
lished records of two conferences, conducted by the commission 
for clinic personnel, on interdisciplinary relationships and rela- 
tions with other service agencies in the community, are still in 
demand. Commission funds also supported seminars in psychiatry, 
annual conferences for psychologists, out-patient clinic teams, 
social workers, nurses and occupational therapists, all contribut- 
ing to the expansion of inservice training for the Department of 
Mental Hygiene. Beginning April 1, 1956, training funds formerly 
appropriated to the commission were assigned to the department, 
to be merged with funds for its own long-standing inservice train- 
ing programs. 

Although the commission was never able to staff fully its educa- 
tional program for the service professions related to mental health, 
it made permanent contributions in this field. With the co-opera- 
tion of the Health Department, the commission developed and re- 
fined the role of the mental health nurse consultant at both state 
and county levels. It pioneered new methods in mental health 
institutes for public health workers, utilizing interviews of public 
health clients as the core technique. 


A year of intensive effort by the commission in co-operation with 
the State Education Department resulted in the creation of a men- 
tal health committee in that department which has stimulated a 
remarkable increase in inservice mental health training for school 
personnel. In one of three counties in which the Commission and 
the Education Department conducted pilot institutes for school 
superintendents and principals, a three-year training program was 
undertaken with local financing. The booklet, “Removing Blocks 
to Mental Health in School,” produced through the joint efforts 
of the commission and the department’s committee, continues in 
great demand after three printings of 135,000 copies. 
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The commission also experimented with educational programs 
for the clergy, public welfare and voluntary agency social work- 
ers, parent and family life educators, and correction personnel. 
On April 1, 1956, the education program of the commission was 
transferred to the mental hygiene department’s Division of Com- 
munity Services as a permanent activity of that department. 

Although the Mental Health Commission was unable to complete 
the three programs which were assigned to it at various times after 
its creation, it did make substantial progress in all of them. The 
development of alcoholism services and research was handicapped 
by a low level of professional interest and by competition in the 
communities for funds for other services. Thus the requirement 
that communities match the state grants for alcoholism clinics re- 
sulted in the creation of small, inadequate services even in those 
communities where there were organized groups interested in 
alcoholism. The most significant achievement was the organiza- 
tion and development of the Kings County Hospital Alcoholism 
Service in the department of psychiatry of the State University 
Medical School in New York City. This service is still operating, 
with almost all of its support coming from the state. It combines 
in-patient and out-patient activities, carries on clinical and epidem- 
iological research, maintains effective relationships with commu- 
nity agencies and is in a medical school setting. 

The commission helped develop three pilot residential treatment 
centers for emotionally disturbed children: The Astor Home for 
Children at Rhinebeck, the Child Care Center at Buffalo and the 
Henry Ittleson Center for Child Research in New York City. One 
of the first conclusions drawn from the study of these centers was 
that, for the purpose of organizing in-patient services, no mean- 
ingful distinction can be made between emotionally disturbed and 
mentally ill children. Further evaluation of the centers and assess- 
ment of the implications of this conclusion were among the first 
tasks assigned to the commission’s successor agency. 

In the field of mental retardation, several studies were under- 
taken, some of which were completed—the rest passed on to the 
commission’s successor. A survey of the existing programs and 
facilities for retarded children was completed for the commission 
by the Department of Special Education of Teachers College, 
Columbia University. In Onondaga County, the commission’s re- 
search unit undertook a pilot prevalence study and compiled a 
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roster of all individuals under the age of 18 who lived in the county 
and who were regarded by a physician or a responsible agency 
dealing with children as definitely or possibly retarded. A selected 
sample of the entire roster was examined individually to obtain 
a picture of the distribution of particular medical diagnoses and 
of special educational needs of the individuals reported. An experi- 
mental program of special classes for severely retarded children 
was inaugurated. Seven public school classes and 10 classes in state 
schools were included in the program. At the commission’s re- 
quest, the research division of the New York State Education De- 
partment initiated a state-wide school census of retarded children. 
A contract was negotiated with New York University for a follow- 
up study of children who had been in the special classes for the 
severely retarded that were conducted by the City of New York 
for the preceding three decades. A special consultant was re- 
tained to survey programs in a number of other states. 


Because of the need to continue, under interdepartmental aus- 
pices, several of the programs which were assigned to the com- 
mission during its life, the commission and the Interdepartmental 
Health Council recommended the creation of a new interdepart- 
mental agency to succeed both and to be responsible for planning 
programs for health and mental health problems which are of 
direct concern to more than one state department or agency. The 
Interdepartmental Health Resources Board came into existence 
on April 1, 1956. 

By 1953, the commission staff had concluded that nothing could 
be gained by further efforts aimed at delineating either a standard 
local mental health program or an optimal one. Indeed, the con- 
clusion reached was that it was not possible to do so at this time 
for lack of sufficient knowledge, among other things, of the etiol- 
ogy of mental illnesses, of proved results of therapies, and of the 
effect of mental health services on the incidence of disease or the 
promotion of health. On the other hand, the commission staff was 
in complete agreement that no community was making full use of 
what actually was known, to provide care, treatment and rehabili- 
tation for those suffering from mental disorders, to prevent men- 
tal illness, or to promote mental health. 

These conclusions were submitted to the Mental Health Com- 
mission in June 1953, together with an inventory of the type and 
amount of effort then being made toward the meeting of commu- 
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nity mental health needs, the distribution of services throughout 
the state, an estimate (using the best available standards) of cur- 
rently unmet needs, and the per capita dollar-cost of providing a 
minimum basic-level program equal roughly to a doubling of the 
current total dollar-value of clinic services in New York State. In 
addition, the staff presented its opinions about the principles which 
should be followed in formulating a state program. 


Thereafter the commission appointed a special committee con- 
sisting of representatives of the commission staff and of the de- 
partments of Mental Hygiene, Health, Education, and Social Wel- 
fare, to draft specific recommendations for a permanent state-wide 
community mental health program.* One decision was made by 
the commission, with approval of the state administration, before 
the appointment of this committee. Program recommendations 
were to be set in a framework of locally-operated, state-aided 
services. From a governmental point of view, the decision was in 
keeping with a well-established trend in New York State toward 
state-local sharing of costs, with major administrative responsibil- 
ity vestéd in local government. From the point of view of the pro- 
gram, the decision supported the opinion of the professional staff 
of the Mental Health Commission. This opinion held that the 
development of mental health services required recognition of the 
need for them and a high degree of acceptance on the part of the 
population to be served. The high cost of these services, the pres- 
ent difficulty of statistically proving their effectiveness, and the 
long-established exclusive state government responsibility for 
mental illness were influential factors in arriving at this opinion. 
In addition, weight was given to the fact that the prevailing em- 
phasis in out-patient mental health services was ‘placed on serving 
persons who were already motivated to accept help and on the 
relatively narrow segment of the total population served by the 
many clinics organized under limited voluntary agency auspices. 


IIL. PrincipLes AND PROVISIONS 


With the framework established as a program of local opera- 
tion, with state aid, it was possible to resolve a number of major 


*The special committee consisted of Arthur W. Pense, M.D., deputy commissioner 
of mental hygiene; Raymond W. Houston, deputy commissioner of social welfare; 
V. A. Van Volkenburgh, M.D., assistant commissioner of health; E. R. Van Kleeck, 
assistant commissioner of education (Francis J. Daly, alternate); and Hyman M. 
Forstenzer, assistant director of the commission. 
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issues. The solutions now had to be consonant with a “home rule” 
law. 

First, professional, political and practical considerations re- 
quired the program to be permissive, rather than mandatory. State 
aid would be proffered and the choice left to the localities to 
qualify for it or not. 

Second, a decision had to be made on where to place adminis- 
trative responsibility at the local level where there was no single 
governmental agency charged with responsibility for community 
mental health. Significant parts of a total mental health program 
were provided in many communities by education authorities, by 
welfare officials, by public health departments and by courts, but 
nowhere was there a central planning body for mental health 
services. 

In deciding where to vest local administrative responsibility— 
as well as in making all other decisions—great importance was 
attached to making the program as consistent as possible with 
the organization of services and departments at state and local, 
levels, and with state-local fiscal and service relationships. New 
York State has separate departments of mental hygiene, public 
health and social welfare. When the new program was instituted, 
the organization of local public health departments at the county 
and city level had been going on for some time but was still far 
from being state-wide. Only three local health departments had 
organized mental health clinics, although state aid, from the State 
Health Department, had been available for this purpose for almost 
five years. Seldom did the lines of local health, welfare and school 
districts coincide. In all service programs, efforts to solve prob- 
lems of service distribution and financial support in relation to 
rural and urban areas, and efforts to meet the specialized needs 
of selected groups have created a trend toward larger geographical 
districts, preferably paralleling county lines. 

To consideration of these facts about service organization and 
state-local relationships, were added opinions which had come to 
be accepted as a result of experience with the interdepartmental 
Mental Health Commission. One was that planning and implement- 
ing comprehensive community mental health programs require the 
combined efforts of health, education, welfare, judicial and correc- 
tional agencies, both public and private. Others were that, although 
the treatment of mental disorders is primarily the responsibility 
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of the mental health professions, the prevention of these disorders 
is a shared responsibility of all the service professions, and that 
the promotion of mental health, both quantitatively and qualita- 
tively, is the responsibility of the total community. 

It is not possible to note here all of the factors involved in this 
question; but the major ones have been covered. The result was 
the authorization in the Community Mental Health Services Act 
of a new agency of local government, the community mental health 
board, thus emphasizing the urgent need for co-ordination and in- 
tegration of services designed to protect mental health. Of the nine 
members of this board, two must be the ranking local health and 
public welfare officials, and two others must be physicians actively 
engaged in private practice. The other five may include a member 
of the governing body of the city or county; an officer or employee 
of a schcol district within the board’s geographical area; persons 
familiar with practice in courts of criminal jurisdiction or chil- 
dren’s courts; and members or employees of voluntary health, wel- 
fare, or mental health agencies. 

At the state level, the Community Mental Health Services Act 
lodged administrative responsibility in the commissioner of mental 
hygiene (who acts through the new Division of Community Serv- 
ices).* Here, a compromise was effected between the need for 
interdepartmental planning and the need to facilitate eventual 
integration of the state’s mental hospitals and schools with the 
prospective community programs. Although not written into the 
law, there was general agreement to utilize the Mental Health 
Commission while it existed and, upon its termination, some other 
interdepartmental agency, as an advisory group. Much thought 
was given to the role of the state hospital system. Both the loca- 
tions of most of the hospitals and the decision for a community- 
operated program excluded the possibility of assigning major re- 
sponsibility for program development to the hospitals. 

The commission staff originally recommended the creation of six 
regional councils composed of chairmen and directors of commu- 
nity mental health boards, plus state hospital directors. After con- 
siderable discussion in the Department of Mental Hygiene, this 


*Robert C. Hunt, M.D., co-author of this paper, formerly headed the division as 
assistant commissioner of mental hygiene. Hyman M. Forstenzer, the other author, is 
now director of Community Mental Health Services in this division. He was formerly 
assistant director of the New York State Mental Health Commission. 
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recommendation was dropped, because it was felt that the hospital 
directors were already overburdened and that the added assign- 
ments would not bring corresponding staff increases for the admin- 
istration of the hospitals. However, specific provision was made 
in the new law to allow professional personnel to work in both 
state hospital and community programs. 

Another set of ideas on which the act rests took into account 
the present limited knowledge about, and experience with, com- 
munity mental health programs and the fact that no community 
in the state was being adequately served. To allow for the uneven 
and diversified development among the state’s communities, and 
to provide sufficient latitude to insure against the giving up of 
any existing locally operated service, it was decided to declare 
virtually every mental health service carried on outside of the 
state mental hospitals to be eligible for reimbursement. The law 
is drawn in the broadest possible terms, and the authority to limit 
through regulations is given to the state’s commissioner of mental 
hygiene. The way is thus left open for new services and facilities 
as they develop and prove useful. 


The units of local government eligible for participation were 
determined in part by the nature of the problem and in part by 
existing state statutes and precedents. (The latter would be differ- 
ent in other states. The former is pertinent to the organization 
of similar programs anywhere.) Two factors were dominant: the 
high per capita cost of mental hygiene clinics, the community 
mental hygiene service now in greatest demand; and the current 
shortage of trained personnel. These matters made it necessary 
to plan services for fairly large population groups. In 1948, the 
Federal Security Agency had recommended a ratio of one psy- 
chiatric clinic to 100,000 population. More recent studies and 
experience in the operation of clinics indicate that a more real- 
istic estimate of need may be one full-time clinic for each 50,000 
people. Eligibility to set up programs was, therefore, extended to 
all counties (regardless of size of population) and to cities and 
part-counties with populations of 50,000 or more. A part-county 
is that part of a county outside a city of 50,000 population, or cities 
of 50,000 each, which have organized as separate units for the pur- 
poses of this program. 

The important role of voluntary organizations in the develop- 
ment of services and the substantial support of mental health 
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programs by nongovernmental groups could not be overlooked. 
Reimbursement to local governments was, therefore, extended to 
include not only expenditures incurred through direct operation 
of services but also payments on contracts for the purchase of 
services from approved psychiatric service agencies or qualified 
psychiatric personnel. Moreover, by administrative ruling, it was 
agreed that the state would not look behind expenditures to ques- 
tion the source of funds. If the expenditure is for an approved 
service, the local funds may be either tax funds or contributions 
from civic groups or individuals. 


It was stated earlier that the intent of the Mental Health Com- 
mission had been to sponsor broad enabling legislation, to permit 
flexibility in development and to allow for the differences among 
the state’s communities. Some limits had to be set in the law itself, 
however. For legislative purposes the program had to be fitted 
into the overall pattern of state services. The proposed law, more- 
over, had to be specific enough and had to set a realistic present 
limit to the financial obligation the state was undertaking in the 
face of the pervasiveness and the diffuseness which characterize 
mental illness and mental health. 

For these reasons, only four services are declared eligible for 
reimbursement. These are: 

1. Out-patient psychiatric clinics. 

2. In-patient psychiatric services in general hospitals. 

3. Psychiatric rehabilitation services for persons suffering from 
psychiatric disorders. 

4, Consultant and educational services furnished by qualified 
mental health personnel under the jurisdiction and supervision of 
the board to schools, courts, health and welfare agencies, and other 
appropriate agencies or groups authorized by the commissioner of 
mental hygiene. 

In practice the first two services are very specific, the third 
provides few clear-cut precedents, and the fourth gives the com- 
missioner a great deal on which to ponder. 

A ceiling was placed on the state’s financial obligation for com- 
munity services, by limiting reimbursement to a maximum of $1 
per capita of each participating county or city. A county with a 
population of 250,000 could receive no more than $250,000 in state 
aid. This ceiling was recommended by commission staff and ac- 
cepted by the commission. It is probable that it would not have 
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been imposed by the state administration or the state legislature. 
It was based on the idea of doubling the existing services in the 
best-served areas of the state. It was not expected that any par- 
ticipating local unit would reach the ceiling for a decade. This 
proved to be a grossly incorrect estimate, and the limitation is now 
a current problem in the further development of services. 

Still another limit set in the law appears in the section of defini- 
tions. This section states that psychiatric clinics, services or facili- 
ties shall include clinics or services or facilities for persons suffer- 
ing from, or who have suffered from, a psychiatric disorder. Psy- 
chiatric disorders are defined as including mental illness or defect, 
or epilepsy, or behavior or emotional disorders. In comparison to 
state hospital services, these definitions considerably widen eligi- 
bility for treatment and rehabilitation services. On the other hand, 
state hospitals are available to all persons without regard to finan- 
cial ability ; but the Community Mental Health Services Act denies 
reimbursement on expenditures for services furnished to patients 
who are financially able to pay for private care. Fees may be 
charged on a scale subject to approval by the commissioner of 
mental hygiene, but service may not be refused to any person be- 
cause of his inability to pay for it. These limits were established 
in consultation with the state medical society. 

One other limit is stated in the act. In actuality, it is less a 
limit than an indication of where this program belongs in relation 
to the many others society has created to promote man’s general 
welfare. The act empowers each community mental health board to 
appoint a psychiatrist to serve as director of its community mental 
health service. Although the act does not mandate this, the regula- 
tions established by the commissioner of mental hygiene call for 
the appointment of a “qualified” director unless the commissioner 
himself grants an exemption. The regulations also state that ex- 
emptions will be limited in the main to political subdivisions with 
small populations, whose programs will be limited to the purchase 
of services from approved agencies. The net effect is a clear in- 
dication that this is a medical program requiring medical direction. 

The act, then, provides a permanent system of state aid to local- 
ities for mental health services. A county or city whose population 
is 50,000 or more and which elects to organize a service under the 
act must, by local law, create a nine-member community mental 
health board, constituted as described earlier, appoint a director, 








HYMAN M. FORSTENZER AND ROBERT C. HUNT, M.D. 53 


and present to the commissioner of mental hygiene for approval, 
a program of mental health services for the area concerned. The 
usual and regular local procedures for budget making, for fiscal 
accounting and auditing, and for personnel selection are operative. 

A community mental health board is empowered to review and 
evaluate services and facilities, and to submit its program to the 
appointing officer and the county or city governing body. Within 
the amounts appropriated, it is authorized to execute its program 
and maintain services and facilities. With the consent of the local 
governing body, it may assign administration of services and 
operation of facilities to other local government agencies. It can 
enter into contracts for services and facilities, establish rules and 
regulations for the various parts of its program, and appoint its 
director. 

The director serves as chief executive officer of the community 
board. He exercises general supervision over the services and fa- 
cilities rendered, operated or supported by the board, and over the 
treatment of patients in these services and facilities. He recom- 
mends the program to the board, and carries on such studies as 
may be appropriate for the discharge of his duties, including the 
promotion of mental health, and the prevention of psychiatric 
disorders. 

The services for which reimbursement may be claimed from the 
state have been listed. As has also been indicated, reimbursement 
is set at 50 per cent of the amount expended for approved pro- 
grams, up to $1 per capita for the population of the community. 
Expenditures subject to reimbursement include salaries of quali- 
fied and necessary personnel; approved facilities and services 
provided through contract; and costs of operation, maintenance 
and service, including the costs of administering the program. 
Expenditures for capital additions or improvements are not re- 
imbursable, nor is compensation paid to board members, except 
reimbursement for actual and necessary expenses in the perform- 
ance of official duties. 

The New York State commissioner of mental hygiene is em- 
powered to review the work of all boards and directors, advise 
them in the performance of their official duties and promulgate 
regulations governing the granting of state aid. He is authorized 
to formulate standards of service, personnel, administration and 
equipment, and to approve fee schedules. He may withhold state 
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reimbursement, in whole or in part, for failure to comply with 
the law or the regulations. 


III. DEVELOPMENTS IN THE First Four Yzars 

The act became effective on October 1, 1954. By March 31, 1958, 
21 counties and the City of New York were operating programs. 
Although these constitute less than half of the state’s counties, 
they include more than 85 per cent of the state’s population. By 
October 1, 1958, three additional counties with another 2 per cent 
of the state’s population had passed enabling local legislation, 
and it is expected that their programs will begin in 1959. In 11 
other counties with 5 per cent of the state’s people, local govern- 
ments have demonstrated interest in the program. 

At the end of the third full year of operation, the program had 
grown to include 139 psychiatric clinics, 16 general hospital psy- 
chiatric divisions with 1,965 beds, three rehabilitation services and 
20 consultation services to community agencies. Among the 139 
out-patient clinics now receiving state aid under this program, 
there are three special services for alcoholics, three clinics for re- 
tarded children, one service for drug addicts, and six clinics in 
children’s courts or family courts. Community agencies now re- 
ceiving consultation services through local mental health boards 
include schools, public welfare departments, public health depart- 
ments, courts, correctional facilities, law enforcement services, 
voluntary case work agencies serving children and families, settle- 
ment houses and visiting nurse associations. 

The increase in the number of facilities and services in the 1957- 
58 fiscal year was approximately 25 per cent; the increase since 
the program became effective was about 50 per cent. On March 
31, 1958 there were 30,404 open cases in the 139 clinics in the pro- 
gram. In the preceding year, four new in-patient services were 
devéloped. The New York City program alone provided 423,000 
days of patient care in the psychiatric divisions of its public and 
voluntary hospitals. In one suburban county, 10 new full-time 
clinics were organized and put into operation in two years. 

On October 1, 1958, five psychiatrists were serving as full-time 
directors of community mental health programs, and 13 were serv- 
ing part time. These are not clinical positions; the directors are 
the chief executives of mental health boards, with primary respon- 
sibility for planning, developing and evaluating local services de- 
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signed to meet the mental health needs of their communities. The 
widespread acceptance by local government of the value and need 
for these positions is gratifying. Without such direction at the 
local level, the program can never evolve into a planned approach 
to the control of mental disorders in our population. 


At the state level, the Department of Mental Hygiene has in- 
tensified its efforts to give maximal assistance to communities in 
planning and evaluating programs. Two additional field repre- 
sentative positions were authorized in the last year, and a field 
office was opened in the Buffalo-Rochester area. Within the next 
two years, it is planned to have a regional plan in operation for the 
entire state to facilitate an annual field evaluation of every state- 
aided service and facility and a full review of each community’s 
program. 

Out-patient clinics continue to be the service in greatest demand. 
State aid regulations establish licensure as a prerequisite for re- 
imbursement. The past year marked the implementation by the 
department of a completely revised clinic licensure system. Under 
the new requirements, professional training and experience stand- 
ards for clinic personnel are substantially raised; and the require- 
ment that a physician accept medical responsibility for all clinic 
patients is underscored. Clinic licenses are now issued for periods 
of two years only, instead of indefinitely. Each clinic must now 
apply biannually for renewal of its license and be re-evaluated. In 
1958, a system of required statistical reporting by out-patient 
clinics was instituted after a trial of almost two years. Clinics 
are now required to submit monthly summaries of their activities 
and individual reports of all cases as they are terminated. This 
represents the first effort in New York State to obtain complete 
data on out-patient mental health services. A reporting system is 
being developed for general hospital in-patient services and will 
be tested on a pilot basis in 1959. 

Another example of intensified effort to encourage program 
planning and evaluation was the three-day conference of directors 
and assistant directors of community mental health services which 
the department conducted in June 1958, with the help of a special 
project grant from the United States Public Health Service. Sub- 
jects discussed included intake and treatment practices in out- 
patient clinics; relationships between local government programs 
and state mental hospitals; the role of community psychiatric 
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services in regard to patients who need state hospital care and 
patients who have returned to communities from state hospitals; 
and responsibility for the treatment of acute psychotic conditions. 

Following the passage of the Community Mental Health Services 
Act, and in an effort to move beyond known types of services, an 
increasing share of federal funds allotted to New York State under 
the National Mental Health Act is being used to test out new com- 
munity mental health services. Examples of these are an out- 
patient clinic devoted exclusively to schizophrenic children; day 
centers for seriously disturbed children; a demonstration employ- 
ment service for discharged mental hospital patients which incor- 
porates consultation to the employers; a study center for children 
with serious learning disabilities; a day program for disturbed 
children of preschool age; and an evaluation of treatment in an 
out-patient clinic in a medical center. 

To facilitate co-operation among local mental health boards and 
to provide a channel for effective joint planning between state and 
local government mental health agencies, the department encour- 
aged the formation in 1957 of the New York State Association of 
Community Mental Health Boards. Under the chairmanship of 
Mrs. Jacob E. Eckel of Onondaga County, the association is de- 
veloping meaningful committee activities and in 1958 assumed re- 
sponsibility for the annual conference of local boards. Every 
mental health board in the state has joined the association. 

The table shows how the program has grown in terms of money. 
The state-aid figures must be doubled to obtain the total amount 
spent by state and local governments combined. 


Fiscal Year Ending State Aid 
March 31, 1956* $ 4,022,245.00 
March 31, 1957 7,160,740.88 
March 31, 1958 8,517,133.48 
March 31, 1959** 10,797 ,832.00 


*Covers 18 months. Reimbursement became effective October 1, 1954. 
**Estimated. 


IV. ProBLeMs IN ADMINISTERING THE ACT 
Most, if not all, of the problems and questions encountered in 
administering the Community Mental Health Services Act were 
anticipated while the act and the implementing regulations were 
being drafted. Many were deliberately left as open questions, with 
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tentative solutions in operation. Some of the reasons for this have 
been given. The lack of precedents anywhere, the present early 
state of development of community mental health programs, and 
the nature of mental health itself dictated this action. Perhaps 
because they have been approached in this way, the problems have 
not created serious difficulties. Agreement has been general, co- 
operation and encouragement almost universal, and the whole ad- 
ministration has gone smoothly. The problems are, however, worth 
emphasizing here for two reasons: First, they will probably be 
encountered by any other state attempting to set up a master plan 
for mental health services. Second, discussion of these problems 
is one of the best ways of clarifying fundamentals, since most of 
them involve questions of philosophy and policy. 

One of the first questions that had to be dealt with concerned 
some workable definition of what constitutes a reimbursable mental 
health service. The types of service, as enumerated in the act, have 
been noted. Two of them appear specific enough. But even in these, 
the out-patient psychiatric clinic and the in-patient psychiatric 
service in a general hospital, distinctions and definitions are hard 
to make. A difficult type of problem is raised by the fact that, 
in the past decade, many service agencies have come to consider 
themselves mental health services. Undoubtedly, they have mental 
health orientation and in all probability are doing some good in 
the field. But if they were accepted as reimbursable, it would open 
the door to anyone who professed an interest in the welfare of 
man. There are many channels of financial support for health, 
education and welfare services ; and the Community Mental Health 
Services Act does not, and is not intended to, supplant them. A 
line has to be drawn somewhere. Where and how to draw it, is 
the problem. 


One of the hoped-for outcomes of the Community Mental Health 
Services Act is a sharper defining of the roles of the different 
helping professions and service agencies. Without sharp defini- 
tion, there cannot be meaningful co-ordination and effective utiliza- 
tion of our resources. Every agency has a function and role fixed 
for it by society. The role is determined by the kind of person 
served, the kind of service given and the kind of person who gives 
the service. It is difficult, if not impossible, to define a mental health 
service by the kind of person served. This observation does not 
refer to institutional treatment of mental illness, but to preventive 
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mental health services; almost by definition, these are services we 
all need. 


It is a little clearer to build this particular definition around the 
kind of service given. Some activities are clearly and unmistak- 
ably mental health services and nothing else. However, other activ- 
ities are not so clear. For example, how does one distinguish a 
mental hygiene clinic from a family service agency which includes 
in its staff the three disciplines of psychiatry, psychology and psy- 
chiatric social work? 

As a practical rule of thumb, at the outset at least, a mental 
health service is being defined mainly by the kind of person who 
gives the service. The only agencies to be considered psychiatric 
services or facilities, for purposes of reimbursement on their total 
budgets, are those in which the relationship between an agency and 
the people it serves is essentially a doctor-patient relationship, and 
in which the service is given by a qualified psychiatrist or by other 
qualified personnel acting under the direction of a psychiatrist. 
This makes it possible to reimburse the mental health part of a 
program which is not considered a mental health service in its 
totality. For example, the cost of providing consultative work by 
a psychiatrist and members of related disciplines in a child-caring 
agency would be reimbursable, although other costs of the agency 
would not. 

Another problem concerns the integration of the efforts of var- 
ious disciplines. How much psychiatric supervision should be 
required in a clinic? What should be the ratio of hours of psychi- 
atry to hours of psychiatric social work and clinical psychology? 
For the present the psychiatrist is required to assume medical] 
responsibility for all patients served, It has not been possible to 
work out any ratio of time. 

How does one differentiate the functions of a school psychol- 
ogist? Which of his activities require psychiatric supervision? 
How can the mental health programs of the school systems be 
integrated into the total community program? In New York State, 
school districts rarely coincide with political subdivisions, and 
funds raised by school taxes cannot be expended for any program 
not directly operated by the schools. Few if any school districts 
receive state aid for psychological or mental health services (al- 
though such aid could be channeled to the schools through com- 
munity mental health boards) ; and schools may not provide medi- 
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cal treatment. In New York City, there is no problem, because 
the school district exactly coincides with the city lines. A $1,500,- 
000 mental health program is administered by the school author- 
ities. It receives general professional supervision from the city’s 
mental health board, and receives state reimbursement under the 
Community Mental Health Services Act. In other parts of the 
state, the best one can hope for is flexible voluntary co-operation 
which will make available to schools whatever resources have been 
established in the community. 


In the act’s declaration of purpose, much emphasis is placed on 
prevention, and this emphasis raises another problem. The empha- 
sis is carried into the main body of the act, partly by a broad 
definition of psychiatric disorders and partly by provisions for re- 
imbursement on the basis of total operating costs of out-patient 
clinies and general hospital in-patient services. Thus ample pro- 
vision is made for the most widely accepted techniques of second- 
ary prevention: early diagnosis and effective treatment. The in- 
clusion in the list of reimbursable services of consultative and 
educational services by qualified mental health personnel adds 
another element: early case findings. By intent, these consultative 
and educational services are also viewed as the act’s contribution 
to resources for primary prevention, or as what have been defined 
as specific efforts to deal with the facts of community life so as 
to reduce the frequency with which personality disorders occur. 
The trouble is that, although everyone is against mental illness 
and wants to prevent it, nobody knows very much about how to do 
it. It has always been assumed that education about mental illness 
and mental health is preventive or prophylactic. But there have 
been very few evaluative studies, either of méntal health educa- 
tion, or of consultation programs. This lack of evaluation, how- 
ever, does not negate the assumption, because it is an assumption 
which is basic to our concept of man. 

Yet, in the absence of evaluated experience, how can one delin- 
eate the function, methods and qualifications of the mental health 
consultant and mental health educator? Reimbursement is au- 
thorized for these services, and thus mental health consultation 
and education are viewed as processes by which mental health 
technicians can be related to the entire range of agencies and in- 
stitutions which determine the level of a community’s mental 
health. 
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For the present, the New York State Community Mental Health 
Services regulations* include these definitions and personnel 
qualifications : 

3.4 Consultant and educational services 

3.41 For the purposes of this program, consultant services shall mean 
those services rendered by qualified mental health personnel to pro- 
fessional staffs of welfare agencies, schools, courts and health depart- 
ments or agencies to assist the agency seeking the consultation in the 
following ways: in a determination of the mental status of a person 
being served by the agency; to ascertain the ability of an individual 
to profit from the usual services rendered by the agency; and to de- 
termine the extent to which the individual can fit into the agency’s 
regular and usual practices. 
3.42 For the purposes of this program, educational services shall mean 
all those activities carried out by qualified mental health personnel 
to communicate their specialized knowledge regarding the problems 
of human personality and behavior to other professionals who have 
special responsibilities for the health and welfare of other persons and 
to parent groups. 
3.43 Reimbursement for expenditures for consultant educational serv- 
ices shall be limited to consultant and educational services which are 
conducted by 

3.431 the staffs of psychiatric agencies, the expenditures for which 

are reimbursed under this program; 

3.432 other qualified mental health personnel who are connected 

with an approved psychiatric agency or who are engaged in the 

clinical practice of psychiatry. 

In defining consultation, the regulations list three ways in which 
the process may be helpful to agencies. All three deal with giving 
advice concerning individuals. They are meant to be illustrative 
only. The definition has been criticized because it seems to imply 
that the consultant’s function is to help sort out individuals so 
that they may be discarded by the agency if they cannot profit 
from the agency’s usual services or cannot fit into its regular prac- 
tices. Most consultation does revolve around problems of specific 
individuals. It has been defined by Dr. Gerald Caplan of the Har- 
vard School of Public Health as a special process of personal 
interaction between two professional people, the consultant and 
the consultee, in which the former helps the latter to solve more 
effectively a specific problem in his work which has implications 
for the mental health of his client. 

*N. Y. State Community Mental Health Service Program: State Aid Regulations. 
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However, in helping to solve a problem, the consultant needs to 
evaluate both persons involved in the situation, the professional 
worker as well as the client. He needs, too, to evaluate the agency’s 
practices and demands and to learn what they mean both to the 
users of the service and to those who give the service. If the evalu- 
ation results in a conclusion that certain agency practices produce 
tension and create problems, there is an obligation to communicate 
this to the agency’s administrators. 

Consultation under the act is intended to encompass all of this. 
If the definition in the regulations is inadequate, it will be cor- 
rected. The aim is to facilitate the forming of helpful relationships 
between mental health technicians and service agencies so that 
the agencies may better meet the needs of their clients. The limit- 
ations on who may serve as consultants reflect a prevailing opinion 
that, although most clinical training programs do not provide 
training in mental health consultation, clinicians can, through ex- 
perience, learn the necessary techniques and acquire knowledge 
and understanding of the purposes, practices and resources of 
service agencies. On the other hand, nonclinicians who act as men- 
tal health consultants do not develop clinical judgment in the proc- 
ess. It is also believed that fulltime mental health donsultants 
lose effectiveness and that the consultant should not be on the 
staff of the agency receiving the consultation and should not be 
responsible to the administrative head of the agency. The require- 
ment that the consultant be affiliated with a psychiatric agency 
leads away from both of these situations. It is worth repeating, 
however, that these limitations are not necessarily permanent and 
that the development of specially trained nonclinicians for mental 
health consultation to various types of agencies is being studied 
in a number of places. 

There are two major limitations on educational services. One 
affects those who may be educated, the other those who may do 
the educating. Direct public education is excluded for a number 
of reasons, including the potential cost in relation to the avail- 
ability of funds, the substantial efforts already being put forth 
by voluntary organizations, and many unresolved questions re- 
garding the efficacy of mass media and large audience methods. 
For reimbursement purposes, only persons connected with a clini- 
cal service may do the educating. An important side effect of men- 
tal health education is case finding. The limitation gives some 
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assurance that clinical services will be available to serve the cases 
that are found. All education is therapeutic, but education is not 
therapy. The risks inherent in a confusion of the two are mini- 
mized by the limitation. There are few, if any, professional train- 
ing programs for mental health educators. For the present, the 
clinical disciplines are better equipped to do the work. Changes 
are expected here, probably in the direction of persons trained in 
adult or public health education with additional mental hygiene 
training. 

Another set of questions revolves around the division of respon- 
sibilities among state government, local government, and voluntary 
agencies. There are too many such questions to deal adequately 
with all of them at this time. Some will be mentioned, to illustrate 
their general character. 


The New York act provides reimbursement for in-patient serv- 
ices only if they are in a general hospital. What should be the 
time limit for psychiatric care in the general hospital? Where 
should the line be drawn between state hospital and general hospi- 
tal psychiatric care? There are strong sentiments against limit- 
ing the general hospital to the screening and diagnostic functions 
of a psychopathic service. There are equally strong feelings about 
shifting away from state government the financial responsibility 
for caring for the mentally ill. A strong case is made for the in- 
tegration of psychiatric services with all other medical services 
by an expansion of general hospital psychiatric divisions. It is 
felt that, in addition to the obvious medical values to be gained, 
general hospital psychiatry is a strong force for the removal of 
the stigmatization of mental illness. On the other hand, many 
general hospitals resist the addition of a psychiatric service. 

In-patient services for emotionally disturbed children present 
questions concerning the responsibilities not only of state and local 
government but also of voluntary agencies. As the law now stands, 
a general hospital unit for emotionally disturbed children would 
be reimbursable. However, if that unit were set up as a separate 
organization and in separate quarters, not part of a hospital, it 
would not be reimbursable, except as to salaries of certain pro- 
fessional personnel. The total cost of operation would not be re- 
imbursable. In New York State, most child-care facilities are 
operated by voluntary agencies, with financial support from local 
public welfare departments. Recent changes in the state social 
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welfare law have effected an across-the-board sharing by state and 
local governments of most child-caring costs. Should in-patient 
psychiatric services for children be fitted into the prevailing sys- 
tem of child care, or should the state hospitals undertake the same 
responsibilities for children as for adults? There are no answers 
now, but the Community Mental Health Services are working 
toward them. 


At the opposite extreme of the life span, is a similar problem 
of facilities for the aging who are mentally ill. The charge is 
repeatedly made that too many of these people are being put into 
state hospitals, and that many of them would not need to be there 
if some other, perhaps intermediate, type of facility were avail- 
able. At the present time, the New York law permits reimburse- 
ment for a geriatric psychiatric ward in a general hospital; but 
a separate nursing home which provides domiciliary care and 
supervision for the same categories of patients is not reimburs- 
able. This issue becomes more pressing each day. 


The sharp rise in state hospital release rates in the last few 
years demands early consideration of the respective responsibil- 
ities of state hospitals and local services toward patients return- 
ing to their communities. The mounting case load in the depart- 
ment’s convalescent care program alone demands an effective 
state-community partnership. There is considerable professional 
opinion that many released patients can remain in communities 
only on indefinitely continued drug dosages. Should convalescent 
status and state hospital responsibility be continued indefinitely, or 
should this phase of service be developed as a community respon- 
sibility? Systematic communication between state hospitals and 
community mental health centers needs to be developed. Greater 
utilization of medical practitioners in communities is indicated, as 
well as their adequate preparation for caring for the post-hospital- 
ized mentally ill. These comments are intended to be illustrative 
only of the many issues raised by recent changes in the state 
hospital picture. 

Another question in this category concerns the future relations 
of local community programs with the community programs 
carried on by the state mental hospitals. All the New York State 
hospitals carry on some community services in their own areas, 
although they have never been allowed additional psychiatric or 
psychological personnel to compensate for the resulting loss of 
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staff time from in-patient services. However, both the community 
and the hospital have profited from these services. At a recent 
Mental Hospital Institute in Minneapolis, many hospital people 
expressed the view that community programs should be centered 
on the public mental hospitals. This is a successful and rewarding 
practice in Great Britain. However, in New York State, the ma- 
jority of the population is not in close proximity to the state 
hospitals and it is unrealistic to center all community programs 
on the hospitals. It would be very unfortunate for the hospitals 
were they to be deprived of all community work by the establish- 
ment of local services. The present thinking, therefore, is that 
the responsibility for community services should be vested prima- 
rily in local government, but that professional personnel of the 
state hospitals should have an opportunity to serve the locally 
operated programs to the extent that proves practical. More- 
over, it may prove possible to create, by amendments to the Com- 
munity Mental Health Services Act, an alternative system of state 
support for community services in counties with sparse popula- 
tions. An alternative might be to use the state hospitals which 
are located in rural counties as providers of extramural services 
in small counties on a cost-sharing basis. Professional workers 
might be added to hospital staffs, to divide their time between in- 
patient and out-patient services for selected populations. A per- 
centage of their salaries could be charged to the mental health 
boards of the small counties. 


Still another group of problems centers around the relation- 
ship of the community mental health program to the private prac- 
tice of psychiatry and to organized medicine. On one side, are 
some physicians and medical societies with a deep-seated suspi- 
cion of any governmental move into the health field. Representa- 
tives of the New York State Medical Society were consulted early 
in the consideration of the present legislation, and some changes 
were made at their suggestion before final enactment of the law. 
As the law now stands, it contains provisions which meet the 
objections of most physicians. At least two members of the local 
mental health board must be physicians engaged in private prac- 
tice. There are ample safeguards to insure medical standards and 
medical supervision of all approved services. There is also per- 
-aission for local services to establish fee schedules, and there is 
arohibition of reimbursement for services to patients who are able 
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to pay for private care. The Council of the State Medical Society 
has endorsed the existing legislation, and there have been only a 
few isolated medical voices raised against it. County medical so- 
cieties have been among the strongest supporters of the program. 
However, fee schedules and eligibility for service are matters 
which will need constant attention. 


Recently, some direct and well-meaning questions have been 
asked about the apparent exclusion of the private practice of psy- 
chiatry from the pattern of community mental health services. 
At the present time, the services of individual psychiatrists may 
be reimbursed if they are used for consultation to public and 
private agencies, or for approved educational projects, or for 
examinations in connection with certification procedures. Treat- 
ment has been excluded, because all physicians may practise psy- 
chiatry, and it would be impossible to distinguish between psychi- 
atric and other medical treatment. Nevertheless, a substantial 
mental health resource is not being fully utilized, and the difficul- 
ties of administration should be overcome for the benefit of the 
community. 


There is another problem which those charged with promoting 
mental health services cannot afford to ignore. At this stage in 
the development of these programs, it is necessary to rely virtually 
exclusively on the professional qualifications of the personnel, 
for assurance as to the soundness and effectiveness of the services. 
Dependence can be placed only on the present knowledge and best 
judgments of professional workers in mental health. Consequently, 
it is necessary to set fairly high standards for such positions as 
directors of mental health services, clinic directors, other staff 
positions, and workers in general from the disciplines engaged in 
community mental health services. The rapid expansion of the 
New York State program, with a speed which was entirely un- 
foreseen, has created a demand for qualified personnel that far ex- 
ceeds the available supply. Few training centers prepare pro- 
fessionals in mental health work for community services. A direc- 
tor of a mental health board is required to have five years of 
psychiatric training or experience after his internship, of which 
two years must have been in a recognized mental health clinic, 
employing integrated three-discipline teams (psychiatrist, psy- 
chologist, and psychiatric social worker). A director of an all- 
purpose clinic must have spent one of his five required years of 
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training and experience in a child guidance clinic. The Commu- 
nity Services are being constantly pressed by communities to 
lower these requirements. But can one afford to do so? 

Training is considered primarily a state, rather than a local, 
responsibilty, because of the uneven distribution of training cen- 
ters. Consequently, the state has markedly expanded its training 
program for personnel for community mental health services. 
Studies under stipends, completed during 1957 and 1958, were: 
three for psychiatrists, two for psychologists and 15 for psychi- 
atric social workers. In addition, training under new stipends was 
begun: 11 in psychiatry; 19 in clinical psychology; six in psychi- 
atric social work; three in pediatrics and one in speech correction. 
The last two categories are specifically for work in mental retard- 
ation. Funds available to the Department of Mental Hygiene 
through the National Mental Health Act were used to expand 
training facilities in community psychiatry, with considerable 
emphasis on training for service in community clinics for the men- 
tally retarded. Through the addition of staff members to the Com- 
munity Mental Health Services, the department was able to in- 
crease its program of institutes, seminars and conferences for such 
service groups as public health workers, elementary and secondary 
school personnel, clergymen and correctional officials. This pro- 
gram seeks to achieve better utilization of nonpsychiatric resources 
in community mental health programs. 


The last problem to be listed has been indirectly referred to 
several times but should be explicitly stated. The Community 
Mental Health Services are greatly concerned over the many and 
manifest difficulties inherent in the care and treatment of the men- 
tally ill, the prevention of mental illness and the promotion of 
mental health. For the specific portion of the total program of 
the New York State Department of Mental Hygiene which has 
been assigned to the Community Mental Health Services, the major 
problem is seen as the lending of a sense of direction to commu- 
nity programs, so that they “prevent what we know how to prevent, 
terminate or mitigate illnesses that we know how to terminate or 
mitigate, and reduce the disabilities suffered as a result of illness 
where we know how.”* To accomplish this, it is necessary to help 
local boards and directors establish a set of priorities consistent 


*Gruenberg, Ernest M.: Application of control methods to mental illness. Am. J. 
Pub. Health, 47: 8, 944-952, August 1957. . 
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with presently available knowledge in the mental health field. It 
is necessary to work with them to develop services and facilities 
which will modify the “eult of curability” which keeps both pro- 
fessionals and laymen from doing all that we know how to do to 
reduce the burden of mental disorders. 


SUMMARY 


This paper has described the origins, principles, provisions and 
early development of the first attempt in the United States to 
establish a comprehensive community mental health program for 
an entire state. Widespread citizen readiness for the co-ordinated 
and integrated planning of mental health services has been demon- 
strated, as has local and state government willingness to finance 
large-scale programs. This has focused attention on the need for 
developing methods of evaluating the effectiveness of services for 
more research, especially into the causes of mental illnesses; on 
the need for training professional personnel, and on the need for 
the development of a public health approach to mental illness and 
mental health. 


Community Mental Health Services 

New York State Department of Mental Hygiene 
Governor Alfred E. Smith State Office Building 
Albany 1, N. Y. 











SHAKESPEARE’S HAMLET AND THE “MELANCHOLY” OF THE 
SIXTEENTH CENTURY 


BY IRVING I. EDGAR, M.D. 


It is manifest that the Elizabethans, as reflected in their total 
literature, both scientific and creative, were much concerned with 
the melancholy humor, the melancholy man, and melancholy in 
general. The character of Shakespeare’s Hamlet has been ex- 
plained on this basis by Shakespearean historical criticism. Indeed, 
the works of Stoll, Bundy, Anderson, O’Sullivan, G. B. Harrison, 
Schucking and others have tended to prove that Hamlet is ac- 
tually a representation of the melancholy type as understood in 
the Elizabethan period, and not of a type of mental illness or “in- 
sanity” as some critics, and more particularly the medical critics, 
would have us believe. 


Thus, Professor Schucking’ takes up the characteristics of Ham- 
let and shows how they comply with the characteristics of the 
general melancholy type as described in the “character books” so 
common in Shakespeare’s day. According to Anderson, the psy- 
chological treatises of this period consider these very character- 
istics, and “since we have found that Shakespeare was conversant 
with their theories, it is possible that he drew from them here.”** 
In fact, as Miss Mary I. O’Sullivan has shown, Shakespeare ac- 
tually made use of Timothy Bright’s Treatise of Melancholy** in 
the writing of Hamlet.* She refers to Bright’s characterization of 
the melancholy man in various ways as “doubtfulle before and long 
in deliberation: suspicious, painful in studie, and circumspect: his 
resolution riseth of long deliberation because of doubt and dis- 
trust.” He says of melancholy persons that their “sorrowful hu- 
mour breedeth in them...a negligence in their affaires and dis- 
solutenesse, where there should be dilligence,” that “contempla- 
tions are more familiar with melancholike persons, than with 
others by reason they be not so apt for action,” and that “while 
their passions be not yet vehement, the vehemencie of their affec- 
tion once raysed...carrieth them... into the deapth of that they 
take pleasure to intermeddle in.”® 


*The writer is indebted to Miss Ruth L. Anderson’s work for much of the material 
discussed in this connection. 


**A Treatise of Melancholy, Containing the Causes Thereof. 1613. 
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Harrison, going over the same material, also comes to the con- 
clusion that “Hamlet...is the fullest embodiment of the melan- 
cholic humor in all Elizabethan literature and the picture is painted 
with such close attention to detail that it gives the impression that 
Shakespeare had made a text book study of the disease.”* All in 
all then, the problem of Hamlet ceases to become perplexing and 
enigmatical from this standpoint, and is readily and rationally 
explained on the basis of a feigned madness in an individual of the 
melancholy type of the period, in whom the faculties of the soul 
(in the Elizabethan sense) are at war, wherein the heart and the 
imagination conspire to blind the reason.’ 

This historical interpretation certainly can be made to account 
for the character problems of Hamlet, but it does not go deep 
enough and is not too far removed from the viewpoint of those 
critics who hold that there actually is an element of true “insanity 
in Hamlet,” for one can soon prove that the melancholy man in 
question may be within the boundary of “disease,” even according 
to the Elizabethan treatises. One can, indeed, accept the principle 
that Hamlet fits the melancholy type as described in Bright and 
Burton and others, yet this does not exclude the probability of the 
presence of true mental disease. The question arises: Where does 
melancholy end and melancholy madness begin, even in the Eliza- 
bethan sense? The scientific writers of the period were much aware 
of this problem and they are careful to make distinctions between 
the melancholy constitution, temperament, disposition, complexion 
and true melancholy madness. 


Andreas Laurentius (1558-1609), professor of medicine at Mont- 
pellier, one of the best-known physicians of the period, whose 
treatise “Of Melancholike Diseases” went through many editions, 
and who is quoted by Burton over sixty times, takes this matter 
up thoroughly. He writes, “All such as we call melancholike men, 
are not infected with this miserable passion which we call melan- 
cholie; there are melancholike constitutions which keep within the 
bounds and limits of health.’ 

Into which category does Hamlet fit? Laurentius carefully de- 
scribes the four psychological types of men or complexions com- 
mon to this period as determined by an excess of one of the four 
humors: “...it is not possible to see any perfect living creature 
in which the foure humours are equally mixed, there is alwaies 
someone which doth over rule the rest, and of it is the parties 
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complexion named: if blood doe abound, we call such a complexion 
sanguine; if phlegme, phlegmatike; if choler, cholerike; and if 
melancholie, melancholike. . .”° 

“The melancholike are accounted as most fit to undertake mat- 
ters of weighty charge and high attempt... most wittie and in- 
genious ...””° 


Laurentius concludes: “See here the effects of the foure com- 
plexions and how they may all foure be within the bounds of health. 
It is not... of these sound melancholike persons that we speake in 
this treatise. We intreate only for the sick, and such as are pained 
with griefe men call melancholie.”™ 

Surely, one cannot by any stretch of the imagination, consider 
Hamlet as merely representing a man of melancholy complexion 
“within the bounds of health.” It is most likely that both Bright 
and Burton, on whom the critics lean for this interpretation, ac- 
tually were describing the disease melancholie; and from this his- 
torical standpoint Hamlet may be considered mentally ill, in addi- 
tion to his feigned “insanity.” In fact “Hamlet is in every way 
the greatest of the pretenders” “to insanity,” and, “indeed, of the 
madmen.”’* Hamlet may well have been of melancholy complexion 
in the Elizabethan sense; but, certainly, when the play opens, he 
is already surfeited with “unnatural melancholy” which in the 
words of Bright “destroyeth the braine with all his faculties and 
disposition of action.”"* 

Indeed, if one continues with Laurentius in his symptomatology 
of the disease, one becomes more and more convinced that Hamlet 
is suffering from it. Laurentius says: 

“The melancholike man... (I mean him which hath the disease 
im the braine) is... out of heart... fearful and trembling. ..he is 
afraid of everything...a terror unto himself ...he would runne 
away and cannot goe, he goeth always fighting, troubled with... 
an unseparable sadnesse which turneth into dispayre . .. disquieted 
in both bodie and spirit... subject to watchfulness, which doth 
consume him...and unto sleepe which tormenteth him... dread- 
ful dreams...he is become as a savage creature haunting the 
shadowed places, suspicious, solitarie, enemie to the sunne, and one 
whom nothing can please, but only discontentment, which forgeth 
unto itselfe a thousand false and vaine imaginations.”* 

He further defines “melancholie”: “...it springeth of a melan- 
cholike humour ....a kind of dotage without any fever having for 
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his ordinarie companions, fear and sadnes, without any apparent 
occasion ... We call that dotage when some one of the principall 
faculties of the minde as imagination or reason is corrupted. All 
melancholike persons have their imagination troubled...” 

Both Robert Burton and Timothy Bright, as already indicated, 
agree with Laurentius and summarize the symptoms of melancholy 
as including fear, sorrow, grief, restlessness, suspicion, fearful 
dreams, “solitariness, avoiding of light, that they are weary of 
their lives, hate the world...avoid company...”*® 

If one examine the play itself, it can readily be seen that Hamlet 
truly falls into the category of this historical symptomatology of 
the “melancholike man...(him which hath the disease in the 
braine).” He certainly is sorrowful and full of sadness with 
“nighted colour,” “inky cloak” and clouds still hang(ing) on him, 
and though he protests that he is “too much? the sun,” these very 
words that he uses belie his state, for “avoiding of the sunne.” 
“enemie to the sunne” were common phrases of the period in the 
description of the tendency to withdrawal, solitariness, in those 
with the disease melancholie. That Hamlet’s depression is deep 
unto his very soul “beyond the bounds of health” is further evi- 
denced by his answer to the queen (Hamlet I, 2, 78-86) : 

“‘Tis not alone my inky cloak, good mother 
Nor customary suits of solemn black, 

Nor windy suspiration of fore’d breath, 

No, nor the fruitful river in the eye 

Nor the dejected haviour of the visage, 
Together with all forms, modes, shows of grief 
For they are actions which a man might play 
But I have that withm which passeth show” 

Indeed, this “unseparable sadness which turneth into dispayre” 

leads Hamlet even to ideas of suicide. He wishes that, (Act I, 2) 
“... this too too solid flesh would melt 
Thaw and resolve itself into a dew: 
Or that the Everlasting had not fix’d 
His cannon ’gainst self-slaughter” 
He asserts, 
“T do not set my life at a pin’s fee;” 
and that (Act ITI, 1) 
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“Do Cie... 
... tis a consummation 
Devoutly to be wished...” 


He is one of those that “are weary of their lives, hate the world,” 
“one whom nothing can please, but only discontentment.” He cries 
out in great emotion (Act I, 2), 
“QO God! O God! 

How weary stale, flat and unprofitable 

Seem to me all the uses of this world 

Fie on’t O fie! ’tis an unweeded garden, 

That grows to seed;” 

He calls the earth “a sterile promontory”; the “o’erhanging 
firmament...a foul and pestilent congregation of vapours,” and 
“man... this quintessence of dust.” He is restless, “disquieted in 
bodie and spirit,” irritable. He is sharp, biting to his friends and 
“goeth always fighting.” Thus, at the very beginning of the play 
when his good friend Horatio says to Hamlet that he came to see 
his father’s funeral, Hamlet antagonistically replies (Act I, 2): 

“T pray thee, do not mock me fellow student, 
I think it was to see my mother’s wedding.” 

Again when Horatio and Marcellus try to prevent Hamlet from 
following the ghost he threatens to kill them. He is overly suspi- 
cious, sensitive—to the point of ideas of reference. Thus when he 
tells Rosencrantz and Guildenstern (Act II, 2) that he has lost all 
his mirth and that nothing delights him neither man nor woman, 
he suspects a meaningful smile on Rosencrantz’ face indicating 
to him significant disbelief. Rosencrantz answers, 

“My lord, there was no such stuff in my thoughts” 
to which Hamlet queries, 
“Why did you laugh then when I said, 
‘Man delights me not’?” 
Later Guildenstern says of Hamlet (Act III, 1): 
“Nor do we find him forward to be sounded 
But with a crafty madness, keeps aloof.” 

Furthermore, there is indication that Hamlet’s faculty of im- 
agination is troubled in the Elizabethan sense that “All melan- 
cholike persons have their imagination troubled.” Thus, at the 
very beginning of the play (Act I, 2) when Horatio tries to per- 
suade Hamlet not to follow the ghost to the edge of the cliff, Ham- 
let threatens him and Horatio remarks, “He waxes desperate with 
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imagination.” Later (Act I, 5), Horatio also tells Hamlet that he 
is using “wild and whirling words.” In addition, there is reason 
to consider the appearance of the ghost in the queen’s apartment 
(Act ITI, 4) after Hamlet stabs Polonius, as a hallucination, evi- 
dence of his “corrupted” “imagination,” for the queen does not 
see the ghost at all, in contradistinction to earlier scenes when both 
Horatio and Marcellus do see the ghost. It is at this point that 
the queen calls him “mad” (Act III, 4) to “bend [his] eye on 
vacancy” 


“And with the incorporal air to hold discourse? 

This is the very coinage of your brain: 

This bodiless creation ecstasy 

Is very cunning in” 
And “eestasy” in the Elizabethan sense, it must be remembered, 
was one of the classifications of “insanity.” This then is the 
“dotage” of the “corrupted” “imagination” in the definition of the 
disease “melancholie.” 

Moreover, there is evidence that Hamlet has “dreadful dreams,” 
for in speaking to his friends Rosencrantz and Guildenstern, call- 
ing Denmark “a prison” to him, he cries out (Act II, 2): 

“QO God! I could be bounded in a nutshell, and 
count myself a king of infinite space, were it 
not that I have bad dreams...” 
This is also directly related “to watchfulness, which doth consume 
him [the melancholike man]... and unto sleeps which tormenteth 
him...” There are implications throughout the play that Hamlet 
could not sleep. A more direct evidence of this is in Hamlet’s own 
words (Act V, 2): 
“Sir, in my heart there was a kind of fighting 
That would not let me sleep.” 
This “kind of fighting” in Hamlet’s heart is present throughout 
the play. Hamlet has a deep conflict in himself. He is full of self- 
contempt for not speeding to his revenge as he has promised his 
father’s ghost. He procrastinates. He does not understand him- 
self. Actually one might say with Laurentius that he is “...a 
terror unto himselfe...he would runne away and cannot goe.” 
He cannot make up his mind; he calls himself “coward,” “lily- 
livered,” rants at the world and himself, is tense and cynical, 
cruel and particularly misogynous. Whether this could also cover 
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the symptom of “fearfulness” is problematical, unless one attrib- 
utes his hesitancy and procrastination to some inner fear—al- 
though in the Elizabethan pattern of thinking this would prob- 
ably not be valid. On the other hand, it must be remembered that 
a textbook picture of a disease must necessarily cover the whole 
field, and it is rare that all the possible symptoms of a disease 
appear in one person who has that disease. 


On this basis, one can definitely say that Hamlet was truly men- 
tally ill with the disease “melancholie” as Laurentius, Burton and 
Bright understood it, especially if it is added that Hamlet had no 
fever and that his “pulse temperately” kept “time”; and that fur- 
ther, his “sadness” was “without any apparent occasion,” as evi- 
denced by his own feelings that there was something “within [him] 
which passeth show,” and his own references to “the heart of his 
mystery,” the loss of his mirth, and his going “heavily” with his 
“disposition,” “wherefore I know not.” Certainly no other char- 
acter in the play knew the cause of Hamlet’s disease, melancholie, 
for, as previously pointed out, it was not love-melancholy and it 
was not a simple feigned madness. 


The medical critics, particularly the psychiatrists, can validly 
claim that the character of Hamlet does represent a form of mental 
illness, not only in the Elizabethan sense (with feigned madness 
as an added factor), but also in the modern sense. Whether Ham- 
let can be classified under a particular heading, such as manic- 
depressive psychosis or melancholia is questionable. It is certain, 
of course, that Shakespeare did not intend consciously to depict 
a madman, and nothing else, in the greatest of his tragedies. 
Rather he depicted the flow of human life out of his own soul and 
projected it into his greatest creation, Hamlet—and life often 
flows in unfathomable tragedy through such characters. All the 
characters in Hamlet are puzzled by the sources of Hamlet’s ac- 
tions and feelings. Hamlet himself does not understand his conflicts. 
Audiences of Hamlet have always been puzzled and shaken emo- 
tionally by it. And the reasons why this is so have been supplied 
to us by the psychoanalysts in their doctrines of human dynamics, 
which interpret Hamlet as the tragedy of an unresolved Oedipus 
complex. 
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NEED AFFILIATION, ORALITY AND THE PERCEPTION OF 
AGGRESSION 


BY A. J. JUDSON, Ph.D., AND CLAIRE WERNERT 


The purpose of this study is to investigate, by means of an 
abbreviated version of the Thematic Apperception Test, the rela- 
tionship between need for affiliation and aggression. Need affilia- 
tion is a term taken from Murray’s classification of needs’ and is 
defined by him as “a positive tropism toward people.” The use of 
the phrase in this paper, in line with recent investigations of this 
need,” * is rather broader than Murray’s and includes several needs 
which Murray distinguishes from need affiliation. The writers de- 
fine it as the need to maintain warm relationships with others and 
to be disturbed at the loss, actual or threatened, of such relation- 
ships. 

It may be apparent that need affiliation has much in common 
with certain psychoanalytic concepts of character traits. The “oral 
character,” dominated presumably by dependence upon a need to 
seek affection from others, is clearly high in need affiliation. Sim- 
ilarly, Fromm’s “receptive orientation” type* and Horney’s “com- 
pliant type’”’ appear to describe individuals with strong affiliative 
needs. 

Clinicians are in general agreement that affiliative needs will 
tend to inhibit aggressive behavior—although they may, of course, 
co-exist. Murray states that there should be a negative correlation 
between the two variables. Horney contrasts her “compliant,” 
unaggressive type with the “aggressive” type, who has a low thres- 
hold for aggression; and Fenichel notes that persons with oral 
fixations that result in social anxiety “require an energetic sup- 
pression of all aggressive strivings.”® » °° Individuals with strong 
affiliative tendencies may tend to inhibit aggressive impulses be- 
cause the expression of hostility may deprive them of the friend- 
ship, affection or protection of others. Aggressive impulses arouse 
anxiety, which can be reduced or removed by suppressing, ignor- 
ing or denying such impulses. 

Moreover, perceptual responses as well as overt behavior will 
be influenced by affiliative needs. The high-affiliative individual 
will tend to perceive people as more friendly, loving and protec- 
tive. Fenichel notes that such persons “deliberately ignore or-mis- 
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construe other people’s remarks or behavior which, if correctly 
understood, would provoke them to contradiction; they do not wish 
to destroy the ‘cordiality’ of any relationship.”® » °° 

The present study is primarily concerned with the perceptual 
responses of high-affiliative and low-affiliative subjects. It seemed 
worth while to attempt to corroborate the clinical findings in a 
standardized psychological testing situation. Six pictures of the 
TAT comprised the testing instrument, and all stories were scored 
for the presence of affiliative and aggressive imagery. 

Following the lead of McClelland’ and Clark,® a distinction is 
drawn between direct or personal aggression and indirect or im- 
personal aggression in the analysis of the TAT protocols. Direct 
aggression is present when a character expresses or directs hos- 
tility toward another. A person is clearly the responsible agent 
for aggression in such cases. When a person is injured as a result 
of an accident or illness, indirect aggression is scored. McClelland 
suggests that individuals who are made highly anxious by aggres- 
sion are more likely to project their aggression onto impersonal 
agents, thus avoiding the anxiety that would be elicited by a more 
direct expression. 

In the light of clinical and theoretical evidence, we expect high- 
affiliative subjects, as compared to low-affiliative subjects, to show: 
(1) less direct aggression; (2) more indirect aggression; (3) more 
self-aggression; and (4) more guilt over direct expression of 
aggression. 

The second, third and fourth hypotheses, as well as the first, 
stem from the view that high affiliative S’s are made anxious by 
aggression. Since their direct outlet for aggression is likely to be 
inhibited, displaced forms of aggression should be emphasized. 
Hence there should be more indirect and self-aggression. Further, 
if direct aggression is perceived, this should cue off anxiety re- 
sponses in the form of remorse or guilt. 


METHOD AND RESULTS 


Forty-nine new admissions to Marcy (N.Y.) State Hospital, 
25 women and 24 men, were used as subjects.* Patients generally 
were tested within two weeks after admission. All S’s were chosen 
by the same psychiatrist and the only restrictions placed upon the 


*The writers wish to thank Director Newton Bigelow, M.D. for permission to conduct 
this study with patients of Marcy State Hospital, and Constance M. Barwise, M.D., 
and Milda Spalvins, M.D., for their generous co-operation. 
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choice of an S was that seniles be excluded and that the S be in 
sufficiently good contact to take the test. All S’s were tested indi- 
vidually. The six TAT pictures used were 3BM, 4, 8BM, 10, 18BM, 
and 18GF. 

Need affiliation was scored by the method described by Atkinson 
et. al. In their scoring system, need affiliation “is immediately 
evident if the relationship is described as friendship.” In addition, 
“statements of liking, or wanting to be liked, accepted, or forgiven, 
or wanting understanding or sympathy indicate the desire for an 
affiliative relationship.” Also “negative feelings such as sorrow in 
parting or grief over some action which has led to separation imply 
the desire to restore the affiliative relationship” and are therefore 
scored for need affiliation. Each story can receive a score from 0 
to 7, depending on the number and kind of affiliative statements 
present. The Atkinson paper should be consulted for a fuller des- 
cription of the scoring system. 

Aggression was scored for the three categories: direct, indirect 
and self-directed. Any sign of concern over direct aggression was 
scored for aggression guilt. No category was scored more than 
once in a single story. Interscorer agreement for these categories, 
as well as for need affiliation, was satisfactory, with agreement 
ranging from 82 to 90 per cent. 


The objection may be raised that, by definition, need affiliation 
and direct aggression appear to be incompatible behaviors, so that 
the presence of one automatically excludes the presence of the 
other. This objection is not valid because the scoring system per- 
mits both affiliative and aggressive imagery to be scored for the 
same story. A subject may obtain a high affiliation score and yet 
see aggression in virtually every picture. Thus, in response to Card 
4, the man is sometimes perceived as wanting to fight someone 
(aggression imagery) while the woman is seen as unhappy because 
she doesn’t want him to leave her (affiliative imagery). 

S’s were placed in the high-affiliative group (24 S’s) or in the 
low-affiliative group (25 8’s), depending on whether their score 
fell above or below the median score for affiliation. Cutting scores 
for direct and indirect aggression were also established near the 
median, and the frequency with which high-affiliative and low- 
affiliative S’s were above and below these dividing points deter- 
mined. These results are presented in the table. 
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Comparison of frequencies of high-affiliative and low-affiliative S’s for direct and 
indirect aggression 








Direct Aggression Indirect Aggression 
Below dividing Above dividing Below dividing Above dividing 
point point point point 
High 15 9 9 15 
Low 6 19 13 12 





The chi square for the relationship between direct aggression 
and affiliation in this table is 7.41, which is significant beyond the 
1 per cent level of confidence. These results clearly support the 
major hypothesis that high-affiliative S’s will tend to perceive 
people as less aggressive than low-affiliative S’s. An additional 
confirming detail is that of the 10 S’s who failed to see aggression 
in any of the TAT cards, nine fell in the high-affiliative group.* 

In the results for indirect aggression in the table—although 
there is a slight tendency for high-affiliative S’s to show more in- 
direct aggression than the low-affiliatives—the chi square of 1.04 
is not significant. Although the second hypothesis is thus not sup- 
ported, it is worth noting that the frequencies for high-affiliative 
S’s for direct and indirect aggression are reversed. Fifteen of 
these S’s are above the median for indirect aggression, whereas 15 
are below the median for direct aggression. This lends some ten- 
uous support to the view that the aggression of high affiliative S’s 
is more likely to find covert than direct expression. 

The third hypothesis—that there will be more self-aggression 
among high-affiliative S’s—cannot be tested adequately because of 
the paucity of responses in this category. There were only nine 
stories in this scoring category, seven of them from the high- 
affiliative group. This difference is in the predicted direction but 
is not significant. 

In 37 per cent of the stories of high affiliative S’s in which direct 
aggression was manifest, guilt also appeared, as compared with 
17.5 per cent of the low group. This difference results in a CR of 
1.86 which is just short of significance at the 5 per cent level of 
confidence. However, a one-tailed test of significance is defensible 


*Means, and standard deviations for direct aggression scores were also computed for 
men and women separately. The ¢ tests showed that the mean aggression scores for the 
high-affiliative group were significantly lower for both men and women than in the 
low-affiliative group. These results are not presented because the distribution of aggres- 
sion scores was not normal and the validity of the ¢t tests was therefore somewhat 
questionable. 
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because the difference is in the predicted direction. With such a 
test, the difference is significant beyond the 5 per cent level. The 
fourth prediction—that high affiliative S’s will manifest more guilt 
over direct aggression—is supported. 


Neep AFFILIATION AND D1aGNnostic CLASSIFICATION 

The need affiliation and aggression scores were compared with 
the diagnosis for each patient to check out the possibility that these 
scores might have some usefulness as diagnostic predictors. The 
sample was, of course, too small to consider this comparison as 
anything more than a small pilot study that might indicate whether 
additional research on the problem was worth while. Results, how- 
ever, were negative. Affiliation and aggression scores were ran- 
domly distributed among the diagnostic classifications. This result 
is not surprising in view of Eron’s failure® to find any TAT signs 
that could differentiate diagnostic classifications. 


SuMMARY 

The clinical observation that oral or high-affiliative individuals 
differ in their perception of aggression as compared with low- 
affiliative subjects was tested by presenting six TAT cards to pa- 
tients and scoring their stories for aggression and affiliation. It 
was found that high-affiliative S’s as compared with low: 

1. Perceived significantly less direct aggression. 

2. Showed no difference in the perception of indirect aggression. 

3. Tended to express more guilt over direct aggression. 

Generally, these results confirm clinical findings. 


Marcy State Hospital 


Marcy, N. Y. 
and 
Utica College of Syracuse University 
Utica, N. Y. 
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MONETARY PATIENT-HOSPITAL RELATIONSHIPS IN THE VETERANS 
ADMINISTRATION : THE MEMBER-EMPLOYEE* 


BY ARNOLD A. SCHILLINGER, M.D., AND DAVID FRIDOVICH 


Despite all the advances in medicine, psychiatry, and social con- 
sciousness, and despite the enlightenment brought by better and 
wider education, experience in attempting the rehabilitation of 
hospitalized neuropsychiatric patients reveals innate fears in the 
general public in accepting these patients back in the fold. One 
example of the community’s reluctance is shown by the paucity 
or absence of sheltered workshops for neuropsychiatric patients, 
as opposed to the many that have been established for the physi- 
eally disabled. Community feelings are further displayed when the 
question of employing former emotionally-ill patients presents it- 
self. 

The Member-Employee Program is a therapeutic technique used 
by the Northport, N. Y., Veterans Administration Hospital, and 
certain other Veterans Administration hospitals to effect the im- 
provement and discharge of selected types of patients. It is de- 
signed to serve as an intermediate step between the hospital and 
the community for patients who for one or more reasons cannot, 
or should not, take the leap directly from the one point to the 
other. To use a somewhat loose analogy, the program may be con- 
ceived of as a decompression chamber in reverse, whereby patients 
are enabled to pass from the rather low psychosocial pressures of 
the hospital environment into the relatively high psychosocial 
pressures of the community. It serves, specifically, such persons 
as those who, because of long hospitalization, have forgotten what 
community life is like, and have lost the skills and habits related 
to independent adjustment. Such patients possess a very natural 
fear of an unknown milieu, and require a retraining program to 
build up their psychological-social-vocational readiness to function 
in it. In many cases, initial hospitalization resulted from inability 
to cope with extramural, psychosocial demands; if these patients 
are to be thrust back into the community with no special prepara- 
tion, anxiety is to be expected, and the likelihood of rehospital- 
ization is great. 


*Presented at the Quarterly Conference of the New York State Department of Mental 
Hygiene, New York, N. Y., March 28, 1957. This paper is from the Veterans Adminis- 
tration Hospital, Northport, L. I., N. Y. 
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Under the Member-Employee Program: (a) Carefully screened 
and selected patients are employed by the hospital. (b) They are 
assigned to carefully selected jobs. (¢) They work a full 40-hour 
week in one of the regular departments of the hospital. (d) They 
receive pay in the form of cash and are quartered with the other 
employees who live on the station. (e) They eat in the employees’ 
cafeteria and have full freedom to leave the station after working 
hours. In addition to their pay, quarters and meals, they receive 
laundry service as well as medical and dental care. When the value 
of these additional benefits is added to the pay, the total remunera- 
tion of the member-employee is about equal to that of a regular 
employee performing the same type of work. 

Since the Member-Employee Program is an interim step between 
the hospital and the community, a time limit of one year has been 
placed upon the tenure of the member. While flexibility is exer- 
cised in the exceptional case where more time is indicated, the 
member is expected to have left member-employee status and 
entered into the community before the year is up. He normally 
does so. Patients selected for this program are those who, it is 
felt, will be able to leave within the year. 


In an attempt to provide a “Neuropsychiatric Sheltered Work- 
shop,” this interim phase of rehabilitation was instituted at North- 
port in November 1953. When the question of the Northport pro- 
gram was first raised there was a great deal of trepidation and 
reluctance on the part of many of the personnel; they felt that 
paying some patients for working at various tasks throughout the 
hospital would have a deleterious and demoralizing effect on the 
large numbers of patients already assigned to the industrial ther- 
apy program. The Industrial Therapy Program is one in which 
selected patients are assigned to various activities in line with 
their treatment goals, depending on ability and mental condi- 
tion. These patients are taught certain skills or vocations, or 
continue with their schooling. They do not receive compensation. 
The work done may be relatively simple at first, such as making 
beds. If the patient improves, the assignment becomes progres- 
sively more advanced. As he demonstrates further capacity, he 
may receive ground privileges as well as be considered for dis- 
charge. 

The Member-Employee Program is, actually, a progression from 
the hospital’s Industrial Therapy Program. It is for selected pa- 
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tients where additional help, encouragement, guidance and treat- 
ment seem indicated. 


It had been feared that the industrial therapy patients would 
become demoralized and refuse to work when they learned that 
other patients were being paid for their work, while they were not. 
However, this fear proved groundless and a precisely opposite 
result from what was expected has come about. No instance has 
been reported of a patient assigned to industrial therapy being 
unwilling to continue there because of the Member-Employee Pro- 
gram. On the contrary, this program has stimulated and motivated 
many patients, who were formerly not very productive, to improve 
their performances so they might be considered for member status. 


In three and one-half years of experience with the program, it 
has been found helpful in many ways, besides providing patients 
with the therapeutic benefits of working productively rather than 
on “make-work.” Some of these benefits are: 

(1) The patients receive evidence of their adequacy in the form 
of pay, besides developing pre-vocational skills. (2) The program 
provides a usable, recent work history which patients can utilize 
in obtaining employment in the community. (3) It restores and 
builds patients’ confidence in their ability to hold jobs. (4) It de- 
velops habits related to regular employment. (5) It gives patients 
an opportunity to work and be accepted as employees of the hos- 
pital, in a situation where they have immediately available the 
protective guidance of ancillary personnel from whom they may 
seek help. (6) The program serves as a testing situation in a pro- 
tective environment for patients whose neuropsychiatric disorders 
may not have been of very long duration and whose illnesses have 
been accompanied by belligerent, hostile and/or antisocial be- 
havior. (7) It serves as a “protective device” for the long-term 
patient whose problem of readjustment to the community has been 
aggravated and complicated by prolonged hospitalization, which 
has created mental barriers against leaving the hospital. (8) The 
project permits, when necessary, a more gradual evolution of the 
rehabilitation process involved in the transition from patient- 
status to life in the community—in jobs related to the work the 
patients will be seeking after discharge. (9) It satisfies the de- 
pendency needs of patients whose final vocational adjustments— 
because of these inherent and apparently deeply rooted needs— 
must be in an institutional setting where room and board are pro- 
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vided as part of the salary. (10) Finally the program provides a 
modified community existence where the patient is responsible for 
his own off-duty recreational needs and for demonstrating discreet 
use of his funds and ability to establish social relationships. 


Members are placed, depending on qualifications and abilities, 
in one of three grades that are very closely allied to civil service 
ratings. The first grade member receives $25.27 ($657.00 a year) 
every two weeks; the second, $28.00 ($739.00 a year); and the 
third, $30.00 ($821.00 a year). Social security and income taxes 
are deducted. 


To provide continuous medical orientation and direction for this 
program, a special professional group known as the medical re- 
habilitation board, was used; and an administrator in the physical 
medicine and rehabilitation service was designated as “supervisor 
of member-employees” (in addition to his other duties). 

Psychiatrists are alert for suitable patients, who are recom- 
mended for consideration by the board. Members of ancillary 
personnel who work closely with patients may recommend, for the 
psychiatrist’s consideration, any patients they deem suitable for 
the program. During this “pre-member” phase, a vocational psy- 
chologist evaluates the patient to determine acceptability and work 
assignment. He makes recommendations concerning his suitability 
for specific job assignment. Likewise, the social worker may carry 
the patient in intensive case work therapy, to help him, and to 
evaluate family background, financial status, and other social prob- 
lems. The physical medicine and rehabilitation service evaluates 
performance in hospital industries and other hospital activities. 
All of this work-up, which actually has been a part of the patient’s 
therapy, motivates him to accept the recommended type of treat- 
ment program. 

At the meeting of the medical rehabilitation board, the psychia- 
trist and other professional persons present their findings, as well 
as report the strong and weak points of the patient. After con- 
sideration of all the material presented, a final determination is 
made as to the acceptability, job assignment, and subsequent 
handling of the case. The board, as constituted, was found to be 
the best agency to consider patients for member status. The meet- 
ings of the board are attended by enough members of the psy- 
chiatric staff for immediate decisions to be arrived at. The super- 
visor of member-employees, through his contact with various oper- 
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ating divisions of the hospital, has a knowledge of the openings 
available for members in those divisions. This enables the board 
to decide at once on placements. A placement is usually made six 
calendar days after the board meeting authorizing it. On some 
occasions, when the board feels that the rehabilitative needs of 
the prospective member would be better served by placement in 
a work situation not available at the time, approval of member 
status is made contingent upon the availability of a suitable posi- 
tion. In such instances, the supervisor of members consults with 
any division chiefs who might develop positions to meet the speci- 
fic needs of the patients. In some cases, where specific employ- 
ment is not considered vital, the board may approve member 
status, giving first and second, or even third, choices of employ- 
ment. 

The rehabilitation board meetings are always attended by the 
patient’s ward physician, who has previously ascertained the pa- 
tient’s adjustment to routine. The ward nurse is also encouraged 
to participate. Also present, are the psychiatric chief of the service 
concerned, the regular members of the board, and rehabilitation 
therapists. Other ancillary personnel may be in attendance, such 
as the chaplain of the patient’s faith, a social service worker, or 
a representative of the head of the division to which the patient 
may be assigned. Though the vocational counselor and the social 
case worker submit routine reports to the ward psychiatrist before 
the meeting, reports are made informally to the board. 

The criterion for selecting members is believed at Northport 
to be unique. In addition to having demonstrated ability to work, 
accept supervision, and handle ground privileges, the patient must 
present a particularly difficult rehabilitation problem. The prob- 
lem must be such that it is not considered advisable to discharge 
him directly from the hospital or place him on trial visit status 
(convalescent leave). Some examples might be: (1) repeated hos- 
pitalizations because of alcoholism; (2) inability to handle the 
frustrations and stresses involved in working in the community; 
(3) family difficulties resulting in repeated hospitalizations; (4) 
repeated overt aggressive acts; (5) failure to obtain adequate em- 
ployment; (6) tendency to remain idle while at home; and (7) 
need to determine whether the patient can function only in a pro- 
tective situation because of his dependency needs. There is a host 
of such considerations. 
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After a member commences work, he is seen regularly in indi- 
vidual and group counseling. The group is comprised solely of 
member-employees and focuses upon the problems, fears and ques- 
tions arising from their new status and prospective departures 
from the hospital. Individual counseling focuses on similar ma- 
terial, as well as on specific psychological and vocational orienta- 
tion—all this preparatory to the patient leaving the hospital. It 
is the goal of this pre-discharge counseling to increase the pa- 
tient’s psychological readiness to accept discharge, to help him 
modify such surface symptomatology as might have a limiting 
effect upon his employability and subsequent adjustment, and to 
develop a vocational plan and job goal that will enable him to find 
a job, hold it, and be satisfied with it. When the patient is ready 
to leave the hospital, the counseling psychologist assists him in 
obtaining a job. The patient also maintains close contact with the 
social service worker, so that by the time he leaves, not only his 
vocational, but also his home and financial, problems will have 
been resolved insofar as possible. 

As mentioned, when the program was first initiated there was 
some resistance on the part of supervisory personnel of the divi- 
sions where patients were assigned. Some members of the per- 
sonnel exhibited the same sort of resistance to employing the 
emotionally handicapped as do many employers in the community. 
There was also a fear on the part of these people that the employ- 
ment of “members” would prevent them from hiring regular em- 
ployees. A member-employee, on the basis of the personnel rosters, 
is considered one-third of a regular employee. Therefore, it was 
important at the time of the program’s initiation to conduct a 
formal and informal program of education and orientation for 
prospective supervisory personnel, pointing out the suitability of 
employing carefully-selected mental patients, and establishing the 
fact that employment of a member would not affect a division’s 
ability to recruit for regular employees. 


In the relationship between the member and other employees 
working side by side, there has been a minimum of friction, al- 
though in individual cases strained relationships have occurred. 
Such situations have been resolved by direct contact with the per- 
sons concerned or by reassigning the member concerned. 

Since a crucial part of the program involves continuing contact 
between the patient and the professional staff, the supervisor re- 
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leases the member for several hours each work week for this 
purpose. An understanding about how this time will be granted is 
reached with the departmental supervisor at the time the member 
is assigned. The member-employee program has had increasing ac- 
ceptance by supervisory and other hospital personnel; and a num- 
ber of members have been so satisfactory that supervisors have 
gone out of their way to retain them on full-time bases after com- 
pletion of the member period. The program has been important 
in the education and orientation of supervisory and other person- 
nel to stress therapeutic and rehabilitative endeavors. While no 
department is required to retain a member—when the member is 
not productive and effective—efforts are made to encourage super- 
visors to exercise flexibility and understanding in dealing with 
members. It has been gratifying to find that many supervisors 
have developed a remarkably warm, understanding and therapeutic 
relationship with members. In short, the entire hospital has been 
motivated to support this program, and nonprofessional employ- 
ees take great pride in being considered a part of the therapeutic 
team. 

The supervision of members by the medical staff or by the super- 
visor of member-employees is not highly restrictive. It is felt that 
too much control would defeat the purpose of the program. Instead, 
of exercising close control, the work supervisors are instructed 
to consult with the supervisor of member-employees, and to do 
so by telephone whenever an untoward incident occurs or perform- 
ance becomes inadequate—as when a member is repeatedly tardy. 
In that instance, the work supervisor is instructed to handle the 
situation in the same way he would if he were dealing with a 
regular employee. The member is not aware that the incident has 
been reported to anyone. It is only when such measures do not 
remedy the situation that the supervisor of member-employees 
takes it up with the member. When deemed necessary, he arranges 
for interviews with the psychiatrist, in additon to the other thera- 
peutic sessions. 

All possible assistance is obtained from relatives whose consent 
is usually received before the program is initiated for any given 
patient. These relatives are also advised, and worked with, by 
the social service department in relation to problems that arise 
when the member is at home on week-ends. Group therapy sem- 
inars are also held for these relatives. They have been found to 
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have strong, positive feelings toward this program. Many other 
persons have asked that their fathers, sons or brothers be con- 
sidered for member status. 


A final orientation toward the program is given to the new 
members by the supervisor of member-employees on the day that 
they assume member status. Each new member receives a mimeo- 
graphed form containing information on privileges and respon- 
sibilities. The information is very detailed, and names of persons 
who act as “proctors” are especially noted. From its perusal, one 
may gain an understanding of the actual workings of the program. 
It is reproduced here under the heading of “Instructions for Mem- 
ber Employees.” 


VA HOSPITAL, NORTHPORT, L. I., N. Y. 
InstrucTIONS For MEMBER EMPLOYEES 
The information contained herein will serve as a reminder of the privi- 
leges and responsibilities of Mcmber-Employee status. Mr. David Frido- 
vich, Executive Assistant, Physical Medicine and Rehabilitation Service, 
is the Supervisor of member employees and Mr. Earl Frost, Chief, Educa- 
tional Therapy, is his relief. 


1. MEDICAL CARE. You are entitled to full medical, dental and hos- 
pital care. Should you become ill during regular working hours, see the 
Personnel physician in building 2. On Weekends, Holidays and evening 
hours up to 12:30 A.M. report to the Registrar Assistant in building 1 
(Telephone 211) and he will arrange to have you seen by a physician. 
Inform the supervisor, member-employees (Telephone 297) whenever you 
are ill, 


2. LAUNDRY. You are entitled to free laundry service. Mr. MacIndoe, 
the housekeeper, whose office is located in the lobby of building 119, will 
instruct you in the procedure to be followed in preparing your laundry 
for pickup. 


3. MEALS. You will take your meals in the employees cafeteria, building 3. 


4. ENTERTAINMENT. You may attend any of the entertainment and 
recreational activities of the hospital, including movies in the Recreational 
Hall, and patient dances, when you are off duty. However, you may not 
attend patient parties which are conducted on wards. You are encouraged 
to join the Employees Association of this hospital and participate in their 
functions (Membership Dues are $1.00 per year). 
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5. PAY PERIOD.. Yiou will receive your salary in cash every second 
Wednesday from the Supervisor, Member-Employees. Payment will be 
made in the Physical Therapy Clinic, basement building 2, from 11:00 to 
12:00 noon on the same Wednesday that regular employees are paid. 


6. FUNDS. Member-employees who receive compensation and have suffici- 
ent funds in their account may request monies in addition to their salary 
for special purposes, such as purchase of clothing, etc. The need for the 
additional funds must be explained to your social worker who will justify 
the request, if it is warranted, in a memorandum through your former 
ward physician to the Supervisor of Member-Employees. These additional 
funds will be paid on regular pay days only. 


7. ANNUAL LEAVE. You are not entitled to sick leave, but you do earn 
4 hours annual leave each 2 week pay period. However, as is the case 
with all new regular employees, you cannot use any annual leave until 
you have been employed for 90 days. 


8. DUTY HOURS. In performing your duties you will conform to the 
hours of duty for which your job calls. You are to report promptly and 
be on time for your work. Consult with, and get approval from, your 
immediate work supervisor if you want time off for any reason. 


9. QUARTERS. You will be given quarters in building 18 and are expected 
to keep your room clean, bed made and linen changed. Beds should be 
made in the mornings before reporting to your job. Please do not store 
food in your room as this practice draws mice, roaches and other insects. 


10. PERSONAL HYGIENE. Barber service and toilet articles will not 
be furnished by the Government. You are expected to bathe frequently 
and keep yourself neat, clean and close shaven. 


11. APPOINTMENTS. The Vocational Counseling Service and the Social 
Service departments are available to assist you in easing your adjustment 
from Member Employee status to your life in the community. You are 
required to attend the group counselling sessions conducted by the Voca- 
tional Counselling Service. Interviews with your Social Worker will be 
arranged by him through your immediate work supervisor. 


12. STATION REGULATIONS. Violation of Station Regulations will be 
subject to disciplinary action. The possession of weapons, intoxicating 
liquors or narcotics is strictly prohibited. 
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13. WELFARE. Should you have any difficulty in your job, your quarters, 
or have any concern regarding your general welfare, consult with the 
Supervisor of Member Employees. 


(Signed) HENRY TANNER, M.D. 
Director, Professional Services 


The members are housed in regular employees’ bachelor quar- 
ters, two in a room. Because some are not entirely free of psy- 
chiatric symptomatology and the frustration level of others is not 
very high, it is important that the “pairing off” be done with due 
consideration of personality characteristics, and individual differ- 
ences. Opportunities to further the rehabilitation by suitable as- 
signments of quarters and room-mates are enormous. Whenever 
possible, attempts are made to “pair” a withdrawn, shy and seclu- 
sive individual with one who is more outgoing and sociable. If 
mistakes are made here, unsuitable room-mates may fix patterns 
of behavior that are not conducive to successful adjustment in the 
community. 


At first, a policy was established that members could not be 
hired as regular employees after termination of member status. 
Many concerned with the project felt that the total rehabilitation 
of the patient would not be achieved, unless he could return to 
the community, able to function acceptably. Later, it was felt 
that some patients, because of extreme dependency needs, could 
make satisfactory vocational and social adjustments only in pro- 
tected environments, and that there was no reason why permanent 
employment in the hospital could not be utilized. The hospital has 
since hired ex-members as full civil service employees. The change 
in policy has enabled the hospital to employ several outstanding 
individuals. Decision as to whether a member can be hired as a 
full-time civil service employee is left to the division where the 
man works, rather than to the medical rehabilitation board. 

The positions occupied by member-employees are extremely 
varied. 


Members have been used as: 


Library assistants Masons 

Clothing clerks Plumber’s helpers 
Gardeners Canteen sales clerks 
Janitors Canteen short order cooks 


Kitchen workers Messengers 
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Carpenter’s helpers Electrician’s helpers 

Painters Elevator operators 

Nursing assistants Projectionists 

Laundry workers Educational therapy instructors 


To show the role of the member-employee program in rehabili- 
tation, some case histories will be cited. The writers think the case 
of a man who was assigned as an instructor in the educational 
therapy section of physical medicine and rehabilitation (Case 1) 
is of particular interest. 


Case 1 


Born of extremely wealthy parents, this 37-year-old patient made a 
marginal social adjustment until he suffered a psychotic episode in the 
army. He had been an honor student and had an M.S. degree in mathe- 
matics. His employment history showed that he had worked as a statis- 
tician and as a draftsman. 

After receiving a medical discharge from the army, he was hospital- 
ized in a metropolitan hospital in 1952 and was subsequently transferred 
to a VA Hospital where he was diagnosed as schizophrenic reaction, para- 
noid type, severe, active, and apparently completely disoriented. During 
three and a half years of hospitalization at Northport, he was alternately 
housed on the “soiler” ward, elopement ward, disturbed ward,.and the 
SOG (suicidal) ward. On one occasion, he successfully eloped while at- 
tending movies, and on another, attempted suicide by hanging. His record 
contains many incidents of fighting and assaultive behavior toward patients 
and personnel. 

While on the various maximum security wards, this man attended the 
occupational therapy clinics but was very un-co-operative and unproduc- 
tive. He was later transferred to a ward which permitted his assignment 
to the evaluation unit of occupational therapy to determine his ability 
to adjust and accept supervision. In this assignment, he continued to act 
in a confused and bizarre manner, and he was re-examined by the chief 
of the physical medicine and rehabilitation service and assigned to educa- 
tional therapy to develop clerical skills, which it was thought, might be 
motivating. In this assignment he became more co-operative and was 
motivated to longer and longer periods of constructive activity. His in- 
terest span gradually increased, and it was noted that he worked well 
with both male and female therapists, and also with volunteers. Addi- 
tionally, while at the beginning he tended to be cynical, bitter and suspi- 
cious, misinterpreting most of what he saw and heard, he gradually changed 
to the point where he was co-operative and interested. He was encouraged 
to assist other patients in the educational therapy assignments. Later 
he was granted ground privileges and still later gate passes. 
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After being approved for member-employee status as an instructor 
in the educational therapy section, he was assigned to tutor specific pa- 
tients in drafting, mechanical drawing, slide rule operation, and shop- 
related mathematics. He proved to be an asset to the educational therapy 
program. Gradually, he began to help the academic therapist in assist- 
ing patients to prepare for high school diplomas. He became able to substi- 
tute for the therapist in her absence and during vacations. He attended 
all staff and in-service training meetings and, as his responsibilities in- 
ereased, his self-confidence improved proportionately, and he developed 
an unquestionable self-esteem. 

When he first became a member-employee he tried to get jobs as a math- 
ematician in atomic energy work, but was unsuccessful because of his 
history of hospitalization. However, after he had undergone his successful 
and rewarding experiences as an instructor in educational therapy, he 
changed his vocational goals and decided to look for a teaching job. 

At the end of six months, after answering a newspaper advertisement, 
he obtained a job as a mathematics instructor in a private school in New 
York City. He was given a raise in salary at the end of 30 days and, 
in his letters to his former colleagues, appears happy and hopeful for 
the future. 


This ease is used as an illustration inasmuch as it is typical of 
the type of severely ill patient who is considered for member-em- 
ployee status. It is also illustrative of the therapeutic value de- 
rived from being placed in a real job situation which is normal, 
which he is capable of handling and which is controlled. 


Case 2 


A 25-year-old, single veteran had been hospitalized for eight years 
following his discharge from the navy. He was an immature, inadequate, 
self-conscious individual who wanted to be adequate. His tendency toward 
introspection, self-consciousness and inadequacy was possibly a factor con- 
tributing to his psychotic symptoms of preoccupation, confusion, ideas of 
reference, suspicion and discrimination, which prevented him from adjust- 
ing. His personality problems were partly the results of a “broken” home 
life during his early years, which gave him a feeling of being different 
and of not being wanted. 

He responded well to efforts to help in his rehabilitation and he made 
good use of the social worker in discussing his problems and plans, and 
thinking through to courses of action. The member-employee program 
was considered to be a treatment of choice for him, since he had no 
adequate work history and no family interested in him, and it was felt that 
continued emotional support of his weak ego was necessary to help him 
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to maintain contact with reality and to prepare him for an adequate 
adjustment outside the hospital. 

He was assigned as a member-employee to the library where he per- 
formed his work fairly well. He related well to the chief librarian, and 
she helped him a good deal through her friendly, substitute-mother re- 
lationship. He discussed many of his personal problems with her. The staff 
helped him to modify unrealistic vocational goals. 


This member-employee was encouraged to resume contacts with relatives 
on his week-ends. He visited them in New Jersey and New York, and 
was received in a friendly manner, though none of them could offer him 
a home. 

He remained on member-employee status for 10 months and was then 
discharged from the hospital when he obtained a job. He found a place 
to live where he was well accepted. 


The patient was discharged 11 months ago (at the time of this 
writing). He has kept in contact with the hospital, apparently 
finding satisfaction in reporting his progress to interested staff 
members. 

Case 3 


This patient, a 34-year-old single veteran, the youngest of six children, 
was raised by a very domineering father and a very emotional, illiterate 
mother. The patient, after three years of army service, during which time 
he had several hospitalizations, received a medical discharge and was diag- 
nosed schizophrenic reaction, catatonic type. From 1948 until 1953, he 
was hospitalized many times in Veterans Administration Hospitals where 
he would make a fair hospital adjustment. However, upon his return 
home he would soon have difficulty, and admission to a hospital would 
again become necessary. 

Following the patient’s last admission at Northport, he was found to 
be “indifferent” and he incessantly complained of numerous somatic ail- 
ments. He became the butt of other patients’ jokes and was very unhappy. 
The social worker became active with the patient and found that he was 
illiterate—despite the fact that he had attended school up to the seventh 
grade. Psychological testing placed him in the dull normal range. During 
the discussions with the worker, the patient voiced his feelings of re- 
jection by his parents and expressed his guilt for having hostile feelings. 
He was encouraged to accept a work detail, as it was felt that he might 
gain personal recognition for doing a good job. The praise of the staff 
for his efforts on his detail meant a great deal to the patient; and it was 
then possible to work with him toward plans for making him more in- 
dependent and for helping him to develop his capacities so that he might 
return to the community and adjust more adequately. 











ARNOLD A. SCHILLINGER, M.D., AND DAVID FRIDOVICH 95 


The member-employee program was considered desirable here, as it was 
felt that this patient could be helped through the program to consider em- 
ployment possibilities in the community. Before his approval as a member 
employee, the patient underwent a successful eye operation to correct a 
nystagmus. This was a very rewarding experience to the patient, because 
he was definitely convinced that the hospital was interested in him by 
the fact that it had improved his appearance. 

He entered the member-employee program with enthusiasm, and there 
was a marked change in his personality. He worked well at his job, 
and for the first time was able to establish friendships with members 
of the personnel as well as with patients. He showed unusual interest 
in becoming acquainted with the facilities which surrounding communi- 
ties offered in the way of recreation. Despite his limited intelligence, he 
seemed to derive much pleasure from visiting places of historical interest 
as well as from other forms of recreation. 

His illiteracy caused him some concern, and he had the social worker 
help him to overcome this difficulty, since it was necessary for him to 
fill out a laundry list. He devised techniques which would help him in 
place of reading and writing. The worker encouraged him to take advan- 
tage of learning, and for the first time he began to give this serious at- 
tention. 

In a relatively short period, the patient felt that he was able to handle 
himself in a job outside the hospital; and at this point the vocational 
counselor began to work with him. Several months after placement on 
member-employee status, the patient left the hospital for employment 
in a private institution where he received room and board. He was con- 
sidered to be a good employee, and he maintained relations with his family 
on a friendly visiting basis. 

The patient has been discharged from the hospital for almost 
a year and a half, and he continues to make a successful adjust- 
ment in the community. 

In addition to the rehabilitative and therapeutic functions served 
by the member-employee program, a phase of treatment has been 
created which provides an alternative to precipitating back into 
the community patients who, because of long periods of hospital- 
ization and for other reasons, require an intermediate step before 
returning. The program has been effective also for patients who, 
in the estimation of the psychiatric staff, have undergone remis- 
sions of symptoms in the strictly protective environment provided 
by the hospital. However, psychological reports and evaluations 
of the longitudinal histories of these patients, as well as the psy- 
chiatrist’s clinical judgment, may indicate that one of these pa- 
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tients may suffer a reversal or relapse at the slightest provoca- 
tion or frustration. The member-employee program serves as an 
excellent testing and conditioning situation for a patient whose 
relapse is felt possible, since he has the opportunity—through 
counseling and psychotherapeutic sessions while in member status 
—to learn to handle frustrations and to develop insight regard- 
ing his reactions. 


To demonstrate the effectiveness of providing this intermediate 
step within the hospital for unpredictable patients whose prog- 
nosis is “guarded,” figures are presented for review and evalua- 
tion; they represent the period from the inception of the program 
in 1953 to March 1957: 


Patients becoming member-employees ........e.eseeeee. 128 
Returned to the community and employed ..............: 53 
(Of this number four are permanent hospital employees: 
a movie projectionist, a messenger, a canteen sales clerk 
and a food service worker.) 


Beturned to. GGhool .....cccccccsccseresionscevecessepece 2 
GE A SOE FNS ec ccnickeediesvecersscecttevenee 1 
ne eo ere eer: ree rea ee ear cae 29 
Left program with disposition unknown .............. 9 
Remaining in program as of March 28, 1957 ............ 34 


Of the 94 (128—34) patients who left the program, 68 had diag- 
noses of schizophrenia; two were diagnosed manic-depressive re- 
action; 22 had primary or secondary diagnoses involving alcohol- 
ism; two were diagnosed chronic brain syndrome. From these 
diagnostic groups, 18 of the schizophrenics, none of the manic- 
depressives, 10 of the alcoholics, and one of the patients with a 
chronic brain syndrome were rehospitalized. While many mental 
patients have been found capable of profiting from this program, 
certain diagnostic categories have been found to be less suitable 
than others. Generally speaking, there has been considerable suc- 
cess with the schizophrenics. On the other hand, patients with 
character disorders, including alcoholism, rarely exhibit the capa- 
city to profit from this type of program. 


It is noteworthy that more than 61 per cent of the patients (in 
all diagnostic categories) in this program had only elementary 
school educations; and 85 per cent were in the unskilled occupa- 
tion class before hospitalization. These two items are significant 
of the fact that many psychotic breakdowns are occurring in the 
part of the population which has had meager schooling and has 
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had no specific training for any particular job or vocational 
pursuit. 

A very interesting piece of work was done at the Warren (Pa.) 
State Hospital,* in a study covering a 40-year period and com- 
prising 20,000 chronic patients who had been hospitalized two or 
more years. Among other things, this study showed: (1) Most of 
their chronic patients at Warren had poor educational back- 
grounds. Hight grades or less of schooling represented the educa- 
tional achievement of 74 per cent of the males and 63 per cent of 
the females, while only 13 per cent of the males and 22 per cent of 
the females had completed high school. (2) Their occupational level 
was essentially that of unskilled labor, in that 68 per cent of the 
males and 70 per cent of the females had no occupation or were 
considered as unskilled. (3) Professional workers were almost 
non-existent among the chronic males. 

In a discussion of this study, Klapman said: 

“Psychiatry at present is in the process of re-evaluating the 
role of hospitalization in the treatment of the functional psychosis. 
If hospitalization is a matter only of safe-keeping, that need not 
occasion a great deal of concern; but if we seek to make hospital- 
ization truly therapeutic, we should not overlook to what extent 
hospitalization itself—as it is now so often constituted—conspires 
with the patient to produce a state which robs him of all incentive. 
By reason of the regimentation, dull, drab, monotonous routines 
and intellectual vacuum it so often provides, hospitalization con- 
spires with the chronic patient to reaffirm the conclusions he has 
already reached. Future studies may yet confirm a suspicion— 
already voiced by some investigators—that some of the charac- 
teristics to be found in the hospitalized chronic schizophrenics are, 
to a considerable extent, artifacts fostered by the hospitalization 
itself.”** 

To summarize the results of this study: After the intensive 
psychiatric treatment of the patient has been completed, it has 
been found that—with careful screening, selection and assignment, 
with orientation and education of supervisory personnel, and with 
intensive pre-discharge counseling and social service—many 
schizophrenic patients may be helped through a “member-employee 


*Morgan, Norman C., and Johnson, Nelson A.: Failures in psychiatry: the chronic 
hospital patient. Am. J. Psychiat., 113:9, March 1957. 
**Klapman, J. W.: Ibid. 
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program” to increase their readiness to leave the hospital and 
make successful psychosocial adjustments in the community. 
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A HOSPITAL FOR ADOLESCENT DRUG ADDICTS 


BY RAFAEL R. GAMSO, M.D., AND PERCY MASON, M.D. 


The struggle against unhappiness has been a preoccupation of 
mankind since time immemorial. The magic qualities of nectar and 
ambrosia, alcohol, opium, hashish—and in more recent times, cer- 
tain newer drugs—have always had their appeal, creating in some 
instances serious social, legal and medical problems. 

The study and treatment of addiction is of recent date. In the 
1920’s, this country had a number of clinics for the ambulatory 
treatment of addicts. In 1935, the federal government, under the 
auspices of the United States Public Health Service, established 
a hospital for treating addicts in Lexington, Kentucky; and, three 
years later, a similar institution was established in Fort Worth, 
Texas. 

For the next 15 years no additional facilities were added. There 
were a few private hospitals which offered minor services of short 
duration, and which were able to tide a patient over the acute 
episode of withdrawal. However, the total rehabilitation program 
received scant attention except for the two federal institutions 
mentioned. Toward the end of the 1940’s, it became apparent that 
drug addiction was a serious problem. Reports were accumulat- 
ing, indicating that many young persons, particularly in large 
cities, were becoming drug users; and it was apparent that unless 
something was done they would become seriously involved with 
drugs. 

There were numerous studies throughout the country. In New 
York State the attorney general conducted an investigation which 
was supplemented by reports from schools and other community 
agencies. As a result, it was decided to establish a treatment center 
in New York City. The New York City Department of Hospitals 
was given the responsibility of organizing a hospital for the treat- 
ment of adolescent drug addicts, and as a result Riverside Hos- 
pital, with a bed capacity of 140, was opened on July 1, 1952, on 
North Brother Island (area, approximately 13 acres). Since its 
inception, this hospital has had over 1,600 first admissions. 

It has been recognized for a long time that voluntary admissions 
to hospitals for drug addicts are not the answer to the problem.’ 
Voluntary patients tend to leave the hospital as soon as the acute 
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symptoms of withdrawal have disappeared, or the external pres- 
sure (law enforcement agency or family pressure) which caused 
them to seek admission, has abated. It has long been recommended 
that some kind of legal hold on the patient be provided, to avert 
premature leaving by voluntary patients, against medical advice. 
Such legal means are provided by the Public Health Law of the 
State of New York, Sections 3360-3366, which states that persons 
may be committed to the hospital and remain under its jurisdic- 
tion for a period of three years for care, treatment, guidance 
and rehabilitation. The law also states that the Riverside Hospital 
patient shall be a resident of New York State, be under 21, and 
be addicted to opium, its derivatives, cocaine, or marijuana. The 
overwhelming majority of the Riverside patients are addicted to 
heroin, which seems to be the drug of choice today. They have 
come primarily from New York City, although as set forth in the 
law, the hospital may receive patients from all parts of the state. 


The establishment of the hospital under a public health, rather 
than a criminal, statute is an important advance in the entire 
approach to the problem of addiction. The New York Legislature 
has, thereby, indicated that addiction is primarily a disease and 
not a crime; that addicts shall be regarded as sick people, and 
treated as patients, not as delinquents. It is recognized that these 
people are not psychotic in the legal meaning of the word and, 
therefore, not certifiable to any state institution for the mentally 
ill under present conditions. This situation has been met practi- 
cally by entrusting treatment, not to a correctional institution, 
but to a special psychiatric hospital. 


The hospital encourages the patients to enjoy the freedom of 
the buildings and grounds within the limitations of sound psychiat- 
ric treatment and administration. At the same time, it was quickly 
realized that, because of the patients’ backgrounds, age and psy- 
chological problems, they are in need of, and demand, controls. 
Disciplinary measures are sometimes necessary, and can range 
from the withholding of canteen or movie privileges, or privileges 
of having visitors, to placement on a locked ward or even place- 
ment in seclusion for short periods. Most of the Riverside patients 
come from backgrounds of disrupted family life; and exposure 
to delinquency is common. They live in substandard housing, in 
congested areas, in low income neighborhoods, where drug use 
by a relatively large minority prevails; they themselves are fre- 
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quently members of racial minorities. In such environments, cer- 
tain persons withdraw from the activities of the better-adjusted 
members of the community; they tend to play truant from school, 
to associate with delinquents and drug users, and to avoid parental 
supervision. They fail to earn their livings in an accepted fashion, 
fail to participate in approved recreational and leisure time ac- 
tivities, and begin to experiment with narcotics or alcohol. In 
experimenting, some of them become addicted. This results in 
further alienation from their environment and reinforces their 
identification with a different kind of minority—the addicts. 


Tue Hosprran PLant 

The physical plant of Riverside Hospital consists of several 
buildings. There is the main hospital, a modern three-story struc- 
ture that houses all the male patients on four wards, and contains 
offices for the administrative staff, as well as space for the psy- 
chiatric staff, the social service, and vocational rehabilitation 
departments, the infirmary and the x-ray department. South Hall, 
a separate older building, houses all the female patients. The de- 
partment of recreation has its own building, as has the psychology 
department. A modernized building houses P.S. 619, which is a 
special school operated by the New York City Board of Education 
solely for the patients of Riverside Hospital. There is another 
building for the chapels, and there are separate buildings for the 
different maintenance divisions and for quarters for the staff 
members who live on the island. The grounds are well kept; grass 
and flowers are tended; there is a small pond with goldfish. There 
are two tennis courts, handball courts, a small baseball diamond 
and basketball facilities. A separate reception building provides 
for the reception of patients as well as for the screening of other 
persons arriving on the island. Patients receive their visitors in 
this building. 

Experience has shown that a strict security system against con- 
traband narcotics is necessary. The fact that the hospital is on 
an island in the East River, and accessible by ferryboat only, 
contributes a measure of control over visitors, as well as over 
deliveries. This location also minimizes the chances of patients 
running away from the hospital, although successful escapes by 
swimming the river or stowing away on the ferry have occurred. 
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THE PERSONNEL 

The hospital personnel may be divided into two groups. One 
is made up of the professional clinical staff, the other, of the 
operating personnel required by any hospital plant of this size. 
Altogether, there are about 300 employees and 140 beds, providing 
a ratio of better than two employees to one patient. 

The medical staff consists of 13 psychiatrists (including the 
part-time visiting staff as well as the full-time junior staff), two 
other visiting physicians, a house physician, and a medical resident 
assigned for one month on a rotating basis from a general city 
hospital. A visiting neurologist and a visiting gynecologist com- 
plete the medical staff. Dental care is by part-time dentists. 

Seven full-time psychologists perform necessary testing and do 
psychotherapy under supervision. There are 13 positions for psy- 
chiatric social workers; but unfortunately, because of low salaries, 
they are only partly filled. The social workers do case work with 
patients and their families, and maintain contact with the many 
and varied social and health agencies. Six vocational counselors, 
seven recreation workers, and one occupational therapist are also 
included in the staff. Sixteen registered nurses, 22 practical nurses 
and 45 nurses’ aides take care of patients’ physical needs and 
the hospital routine. The school attached to the hospital is staffed 
by 13 teachers, providing instruction in a variety of academic 
and vocational fields. Chaplains representing all faiths are on 
the hospital staff. 

A word must be said about the operating personnel. In addi- 
tion to the usual duties, they participate actively in the patients’ 
work program, which is directed by a psychiatrist, with the co- 
operation of the vocational rehabilitation department. The cooks, 
the electrician, the gardener, and others have patients assigned 
to them to learn something about their respective trades, by work- 
ing side by side with, and under the watchful eye of, experts in 
their fields. But there is more than learning a trade involved: 
Patients learn good work habits, learn how to take orders, how to 
follow through on a task, how to accept responsibility. The mem- 
bers of the operating personnel in this sense are taking the roles 
of employers, supervisors, and foremen, reproducing to some 
extent the work situation in the community. 
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Tue Psycuratric TEAM 


The professional activities of the hospital revolve around the 
team. The idea is not particularly new: The multidisciplinary 
approach to the patient provides the opportunity to study him 
from different viewpoints, all to be integrated into a whole picture. 
To the various disciplines represented, the team gives opportunity 
to develop and present dynamic formulations in their respective 
fields, co-ordinating them with others and co-operating with others. 
It provides a fuller picture of the patient’s activities. The nurse 
may report on his daily ward behavior, and his reactions to living 
situations with figures of authority or his peers. The recreational 
worker sees him during his leisure time, at games or in the movies; 
the vocational counselor studies his work habits and vocational 
problems; his social worker reports on his family and community 
constellations; the teacher sees his scholastic performance, his 
reading level, his language difficulties. The psychologist studies 
the personality structure and the main dynamic forces as ex- 
pressed in test material. The psychiatrist not only determines 
the patient’s mental status, but tries to interpret what he sees— 
to arrive at a meaningful formulation of the patient’s problems 
and functioning. All this information is pooled at the regular 
weekly meeting of the team. 

There are five such teams in the hospital, each having respon- 
sibility for about 30 patients. Each patient, on first admission, 
is assigned to one of them. The psychiatrist is the administrative 
head of the team. He presides at the meetings, stimulates, and 
participates in, the discussion. Conclusions reached at team meet- 
ings involve many areas of the patient’s activities, and provide 
correlation between the different disciplines involved, so that all 
of them can proceed in a unified way in their relation with the 
patient. The meetings also provide useful forums for the exchange 
of information to prevent patients from manipulating the different 
members of the team. The meetings finally provide an excellent 
learning opportunity, with the members learning what other dis- 
ciplines than their own do and think, and what tools they use. 
The meetings do not preclude the need for individual discussions 
or supervision. In a general way there is a trend away from for- 
malized relations whenever possible. Individual, face to face, or 
telephone communication is preferred to a memorandum in trip- 
licate. 
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The members of the team function, not only in their particular 
fields of competence, but also as therapists. This dual role is 
most readily assumed, of course, by the psychiatrist, the psychol- 
ogist, and the social worker. But it has also been found that voca- 
tional counselors can be successful therapists. Nurses, recreation 
workers, and occupational therapists have been found to prefer 
to limit themselves to specific short-term tasks rather than under- 
take long-term therapy. 

Generally, the team functions on a broad democratic basis, and 
provides the patient with simultaneous service by all disciplines 
involved. As already noted, the team concept is not a new one; 
but at Riverside Hospital it includes many more disciplines than 
are usually included; and it is not just a wishful, theoretical con- 
cept, but an effective approach used in the treatment of patients. 


THE PATIENT 

It was the hope and belief of everybody concerned that the 
disturbingly high incidence of drug addiction among adolescents 
would be only a transitory phenomemon, caused by postwar crisis. 
The actual experience at the hospital contradicts this hope. Table 
1 shows the persistence of the occurrence of drug addiction at ages 
from 13 through 21. The variation in the number of first admis- 
sions to Riverside Hospital has been slight. Admissions for 1952 
represent six months of operation. The decrease in 1957 was 
caused by a restriction of admissions owing to a shortage of pro- 
fessional personnel. The number of applicants remained essen- 
tially the same. 


Table 1. First admissions of drug addicts to Riverside Hospital, shown by ages 








Age 1952 1953 1954 1955 1956 1957 1958 Total 
13 —_ ~~ 1 ae 1 _ 1 3 
14 2 5 2 3 4 — 5 21 
15 6 15 16 17 15 13 19 101 
16 16 19 17 19 21 14 13 119 
17 18 41 29 42 44 30 43 247 
18 23 64 54 49 64 35 42 331 
19 44 69 51 64 56 46 65 395 
20 60 46 44 52 56 66 57 381 
21 plus 4 1 —_ 1 — _ 13 19 


173 260 214 247 261 204 258 1,617 
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Table 2. First admissions to Riverside Hospital of three ethnic groups 





1952 1953 1954 1955 1956 1957 1958 Total 





White 32 54 58 105 100 68 89 506 
Negro 124 160 76 64 50 64 70 608 
Puerto Rican 17 46 80 78 111 72 99 503 





The mean age on admission is just a little over 18. The mean 
period of drug use before admission is a little over two years. It 
becomes evident, therefore, that the prevalent age of onset is about 
16. Therefore, there are many adolescent addicts still in the com- 
munity who have not been reached, have not been hospitalized and, 
therefore, are still in need of care and treatment. The records 
show that the onset of drug use oceurs anywhere from three 
months to six years before the initial hospitalization. 

Table 2 gives the breakdown by three ethnic groups of the River- 
side patient population on first admission. There has been a strik- 
ing drop in Negro first admissions while concomitantly, the rates 
of admission of whites and Puerto Ricans has risen. The critical 
point seems to have been reached some time in 1954 or 1955. 

In diagnosis, 65 per cent of the patients fell into the category 
of personality disorder, 25 per cent were diagnosed as schizo- 
phrenia in different stages of development (there was only a 
very small number of cases that had to be transferred to a state 
hospital). The psychoneuroses accounted for 6 per cent; 1.5 per 
cent had transient situational personality disorders; 0.8 per cent 
were diagnosed as mental defectives, and 0.3 per cent had organic 
brain disorders (including epilepsy). Throughout, the American 
Psychiatric Association’s nomenclature and diagnostic criteria 
were used. / 

The sources of referral of patients can be broken down. The 
courts are the main source, referring 44 per cent of the patient 


Table 3. First admissions to Riverside Hospital Hospital, shown by sex 








Year Males Females Total 
1952 152 21 173 
1953 224 36 260 
1954 178 36 214 
1955 207 40 247 
1956 241 20 261 
1957 177 27 204 


1958 227 31 258 
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population, next come referrals by family and friends, 19 per cent; 
other social agencies and hospitals account for 18 per cent, and 
clergy of the different faiths for 5 per cent. Only 15 per cent 
are self-referrals. It can be seen from this that considerable pres- 
sure is required to induce the addict to seek treatment at the 
hospital. 
Admission 

For a patient to be admitted to Riverside Hospital, his guardian 
or an interested adult must file a petition with the Narcotics Term 
of the Magistrates Court, if the addict is over 16, or with the 
Bronx County Children’s Court, if he is under 16. The magistrate 
establishes the patient’s residence, his age, and the fact that he 
is a drug user, and orders him to the hospital for “examination, 
care, treatment, guidance and rehabilitation.” The patient is then 
transported in an ambulance to the hospital. There he is examined 
for general physical health (including chest x-ray, and laboratory 
procedures), as well as to determine how long he has been using 
drugs, how much, and when the last dose was taken. All these 
matters are important elements for the proper diagnosis and treat- 
ment of withdrawal symptoms. He is at the same time thoroughly 
searched (this search includes all bodily orifices) to prevent in- 
troduction of contraband drugs into the hospital. The patient is 
then placed on the admission ward for the treatment of withdrawal 
and for general psychiatric study. In the writers’ experience,’ 
the withdrawal symptoms are rather mild. This seems to be due 
to the facts that the Riverside patients are young and rarely have 
any organic disabilities, that the percentage of pure drugs in a 
“fix” is small, that many of these patients use drugs irregularly, 
and that the total period of addiction is often short. The pro- 
cedure of choice in the treatment of withdrawal symptoms is the 
substitution method, using methadone; and the patients are usually 
symptom-free in 48 to 72 hours after admission. Many patients 
do not have any symptoms, having had them elsewhere (home or 
in prison). 

In-Patient Treatment 

The patient remains on the admission ward for 30 days, during 
which a complete medical and psychiatric work-up is performed. 
This includes not only psychiatric status and evaluation, but also 
a complete social history (including a family interview), a battery 
of psychological tests (Wechsler-Bellevue, Bender Gestalt, Ror- 
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schach, and Figure Drawing) as well as observation by the nurs- 
ing, recreational and occupational therapy staffs. At the end of 
this period, the patient is presented to his psychiatric team, not 
only for diagnosis, but also for discussion of his dynamics—so as 
to determine his therapeutic potential. Patients found unsuitable 
at this time for in-patient care are separated from the hospital 
for follow-up in the aftercare clinic. Patients who remain in the 
hospital enter a three-week period known as “transition pro- 
gram,” during which they live on an open ward, have all the ground 
privileges, and are required to participate in the work and school 
program. This gives the patient an opportunity to become ac- 
quainted with the hospital program; but, what is more important, 
it permits the staff to observe the patient off. the closed ward, par- 
ticipating in a structured program. At the end of the transition 
period, the patient’s progress is again evaluated by the team, and 
a final decision as to his program is made. This may result in 
separation from the hospital and transfer to the aftercare clinic, 
if he is not suitable for the hospital program. On the other hand, 
he may be retained in the hospital for therapy—individual or 
group psychotherapy, supportive therapy, case work, or milieu 
therapy. 

In addition to therapy, a detailed program of his daily activi- 
ties is prescribed, covering attendance at school, work, recreation, 
and so on. The prescription for such a program is highly individ- 
ualized, with each patient having a special program to fit his 
needs; probably no two patients have exactly the same activities 
prescribed. The progress of the patient is reviewed periodically 
by the team, and changes in the program are made as necessary. 
One of the difficulties with the program is the fact that the major- 
ity of the patients are past high school age, and few are genuinely 
interested in furthering their scholastic achievements. The school 
is not equipped to provide intensive vocational training which 
probably would be of greater benefit and interest to these patients 
than academic subjects. The work program provides vocational 
experience which centers mainly around daily ward, plant, and 
grounds maintenance, with dietary work and occasionally more 
ambitious and elaborate projects.* In a general way, it may be 
said that the activities with a practical and realistic goal have the 
greatest appeal and best attendance. 
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The school and work program occupy the time from 9:00 a.m. 
to 3:00 p.m.; then recreational activities take over. The recreation 
department supervises movies, outdoor games and sports, indoor 
social activities, dramatics, trips, and so forth. It must, unfor- 
tunately, be said that the patients’ interest in these activities is 
less than enthusiastic; and they prefer to spend their time idly, 
watching television, or listening to the radio. It is also in the 
late afternoon, at night, and on week-ends, that difficulties may 
occur since the program is least structured, and the least person- 
nel is available, at that time. Many of the difficulties could be re- 
garded as juvenile pranks, encountered in any dormitory. There 
are some, though, which are related to the patients’ craving for 
drugs; there have been attempts to break into the hospital phar- 
macy to get narcotics, sedatives, tranquilizers or aleohol. Compar- 
atively few incidents can be ascribed to homosexual tensions, and 
those seem to occur mostly among the female patients. The pres- 
ence of both male and female patients presents problems at times: 
There are the usual boy-girl situations, which at times remain on 
a purely “platonic” level. On the other hand, because many pa- 
tients have backgrounds of promiscuity, there is some readiness 
for sexual involvement. Some of the disturbances on the wards 
may be due to racial and cultural tensions (see Table 2); and 
these require a great deal of tact and diplomacy on the part of the 
ward personnel. 


Continued Out-Patient Treatment 

With few exceptions, the Riverside patients continue to receive 
treatment at the aftercare clinic following hospitalization. That 
means that they go back to the community with specific help and 
recommendations as to living arrangements, employment, and so 
on. Attendance at the clinic is required, and patients are usually 
seen there by the same staff members who saw them in the hospi- 
tal. The clinic is in the clinic area of Metropolitan Hospital, which 
is on the upper'east side of Manhattan. It is staffed from 1:00 p.m. 
to 9:00 p.m., although the patients attend mainly in the evening. 
They are seen once or twice a week; and those who have probation 
officers receive additional supervision, help and direction from 
that source. The clinic attendance is better than that in other clinic 
settings but is not so good as is desired, and many patients “get 
lost.” It requires pressure by letters, phone calls, and contact 
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through the courts to make patients keep appointments, and con- 
tinue in therapy. Whenever necessary, a patient may be readmitted 
to the hospital. One of the shortcomings is the lack of personnel 
to work with the families; and the feeling is that a great deal of 
persistent and energetic case work (including home visits) is 
necessary. The same applies to the field of employment, where con- 
tacts with employers could be vastly improved and expanded. 

The prevalent custom of discharging patients from the hospital 
to the community—and to their families—is unsatisfactory in 
many instances. It is realized that patients may not have been 
sufficiently strengthened by their stays in the hospital and by their 
therapy there to cope any better than before with the strains and 
stresses of unsatisfactory interpersonal relations in a family. At 
the same time, these patients have no other places to go: The 
majority of residence clubs and homes are not willing or able to 
accept them. It has been repeatedly stated that for many patients 
some sort of half-way house is needed: a place in the community 
where the patient can live and continue his therapy, go to work 
or to school during the day, and return afterward for organized 
and supervised activities and a therapeutic environment. 


SUMMARY 


A short description of Riverside Hospital, designed for the 
study and treatment of adolescent drug addicts, is given. The plant 
and the personnel are covered in this description. The character- 
istics of the 1,600 first admissions over a period of six and one- 
half years are discussed. Special problems and procedures are 
briefly outlined. 


Riverside Hospital 
North Brother Island 
New York 54, N. Y. 
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CHARACTERISTICS OF SEX OFFENDERS ADMITTED TO A MINNESOTA 
STATE HOSPITAL FOR PRE-SENTENCE PSYCHIATRIC INVESTIGATION* 


BY W. M. SWENSON, Ph.D. AND B. P. GRIMES, M.D. 


INTRODUCTION 


The legal disposition of sex offenders has become an ever-in- 
creasing problem in the practice of psychiatry. Davidson’ has 
pointed up the need for close rapport between the courts of law 
and the psychiatric profession in dealing with sexual psychopaths. 
A large number of studies in this area have been of the “longitudi- 
nal” variety, based on only one or a very few cases. Abrahamson,’ 
in his detailed evaluation of 102 sex offenders in the State of New 
York, prepared a good foundation for future research and investi- 
gation. Abrahamson’s sample of offenders was, however, entirely 
from persons already convicted, sentenced, and serving terms in 
a state penitentiary. 

During the current decade, there has been increased interest in 
state legislation for the disposition of sex offenders. Bowman‘ 
has very adequately summarized current sex legislation, up to the 
year 1953. At that time, 23 states had some form of special sex 
psychopath legislation. Bowman‘ has also evaluated the existing 
laws with specific reference to homosexuality. A few states have 
recently adopted so-called “pre-sentence observation” laws which 
allow the courts to obtain psychiatric and psychological evaluation 
of sex offenders before sentencing. 

In Minnesota, hospitalization for sexual deviation was begun 
with the passage of the Psychopathic Personality Law, Chapter 
369, Laws of 1939. This law provided for an indefinite hospitaliza- 
tion for the control of individuals who manifested habitual sexual 
misconduct dangerous to other persons. Further concern by the 
Minnesota lawmakers became evident in 1953, when the legislature 
adapted from the Wisconsin statutes a law providing for a period 
of hospitalization for pre-sentence investigation of the mental 
status of individuals found guilty of sex crime. Chapter 673, Laws 
of 1953, 246.23 provides that any person found guilty of various 
sex crimes, or any sex crime, may be referred to the commissioner 
of the Minnesota Department of Public Welfare for study and 


*From St. Peter State Hospital, St. Peter, Minn. This article is based on a paper 
presented at the annual meeting of the American Psychiatric Association in Chicago in 
May 1956. 
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evaluation. A report is to be returned to the court at the end of 
60 days. If the recommendation is for further treatment, provision 
for such treatment by continued hospitalization is made in the law. 
All patients referred to the commissioner under the provisions of 
this statute have been sent to St. Peter (Minn.) State Hospital for 
examination and report. 


From the passage of the law to May 1956, 45 men were examined, 
and recommendations were made to various district court judges 
through the commissioner of the Department of Public Welfare. 
The majority of these offenders were convicted of indecent assault 
(69 per cent). The remaining 31 per cent were convicted of the 
following crimes: sodomy (16 per cent), carnal knowledge* (7 
per cent), rape (4 per cent), incest and indecent exposure, each 
2 per cent. This paper is based upon the results of those examina- 
tions. Each offender was under observation for a period of 50 to 
60 days. During this period detailed physical, neurological, psy- 
chological, and psychiatric studies were performed by various 
members, of the staff. A number of psychological tests, listed in 
Table 1, were administered. 


Table 1. Psychological Test Battery 


4 


Wechsler-Bellevue Intelligence Scale 

Shipley Institute of Living Scale 

Minnesota Multiphasic Personality Inventory 
St. Peter State Hospital Incomplete Sentences Test 
Rosenzweig P-F Study 

Rorschach Inkblot Test 

Bender Visual Motor Gestalt Test 

Gough Adjective Check List 

Gough Femininity: Scale 

Kinget Drawing Completion Test 

Buck H.T.P. Test 





Pee eer PS 


a 





The psychologist also obtained detailed anamnestic data to sup- 
plement other available reports, such as probation officers’ records, 
and social workers’ histories. At least two conferences were held 
with all staff members involved (superintendent, psychiatrist, psy- 
chologists, and ward personnel) at which time the examinee was 
formally presented. At the conclusion of the 60-day period, a re- 
port was submitted to the district court judge through the com- 
missioner of the Department of Public Welfare. This report con- 

*Of a child. 
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tained a summarizing letter by the superintendent of the hospital, 
as well as detailed findings and recommendations by the psychia- 
trist and clinical psychologist. The offender was then returned to 
court and sentence pronounced. 


PURPOSE 

The purpose of this study is definitely single in nature. It is to 
set forth in objective fashion some of the personal, social, and 
psychometric characteristics of a group of sex offenders in the 
State of Minnesota, so that their social and personality charac- 
teristics might be compared with other similar groups in other 
localities. 

Resutts or EXAMINATION 


The types of crime for which these offenders have been examined 
have been noted. It is pertinent here to describe in more detail the 
offense itself. 

Circumstances of the Crimes 


A large majority (84 per cent) of the offenders studied had not 
previously been found guilty of any sexual offense; 13 per cent 
had been found guilty of one previous one; while only one person 
(2 per cent) had been convicted of more than one. The group 
studied, then, is primarily made up of “first offenders” with re- 
gard to sex crimes. 

If all types of offenses are considered, 53 per cent have histories 
free of past arrests for any felony, while 47 per cent had histories 
of committing major felonies. These results would indicate that 
the group did not as a whole confine its social aggression to sexual 
misconduct. 

An analysis of the victims in these offenses reveals that a ma- 
jority were females (71 per cent). In 67 per cent of the cases, only 


Table 2. Ages of Victims 








Offenses 
Age Years No. Per cent 
op UTE LEEPER TORE ee 3 6 
TED 0 cuid odes Cheb eas Chea d 20 44 
TARE Sg gtk da has Bed tapiadba 8 18 
PEE Sips hae ensd oe eden tas 7 16 
on EE PEE ORE te 7 16 
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one victim was involved. Two victims were involved in 16 per cent 
of the cases, and three to five victims in 15 per cent. 


In most instances the victim was in the age range of seven to 
10. Table 2 shows the age distribution of the victims. The range 
is from four years to 24. The fact, however, that only 15 per cent 
of the victims were over 18 would indicate that this law is pri- 
marily used in dealing with offenders against younger children. 

The relationship between victim and offender is shown in Table 
3. The victims are distributed with approximately equal frequency 
among the categories of own children (20 per cent), neighbor chil- 
dren (24.5 per cent), individual previously known (24.5 per cent), 
and individuals previously unknown (27 per cent). 


Table 3. Relationship of Victims to Offenders 








Offenders 
Relationship No. Per cent 

Previously unknown .........++. 12 27 
Previously known ........-+++.. 11 24.5 
Neighbor children .............. 11 24.5 
Own children® ......c.cccceces 9 20 
ORE isi slee nce co ede ws 2 4 

TOM Ss ieee wetcescececs 45 100 





*Only one case involved actual incest. 
**Relationship of victims to offenders not clear. 


The type of physical contact made by the offender is of interest. 
All offenses involving physical force or aggression were considered 
as a single group, regardless of what other type of contact was in- 
volved. This “aggressive” group comprises 18 per cent of the cases. 
The most common type of contact was manual'fondling (44 per 
cent) with some form of oral contact ranking second (27 per cent). 
Sexual intercourse was attempted in only 9 per cent of the cases. 
In one case (2 per cent), no actual physical contact was admitted 
or proved. 

In summary, the offender was most often guilty of the crime of 
indecent assault, and it was generally his first sex offense. Fre- 
quently, the offender had previously been guilty of some other 
felony. The victim was most often a female, aged from seven to 
10 years, and was usually the only victim in the offense. The rela- 
tionship between victim and offender varied considerably among 
the cases. The physical contact in the offense was most commonly 











114 CHARACTERISTICS OF SEX OFFENDERS 


manual fondling, with physical aggression or violence taking place 
in less than one-fifth of the instances. 


Social Characteristics of Offenders 


AGE. The law provides for observation of persons over 21 only. 
The mean age of the offenders was 36.8 years. There was consider- 
able variability in the group, with a range from 21 to 67. The lower 
age limit of the law may force the group to be mostly in the young- 
middle-age class. 

EDUCATION. The distribution of educational level is shown in 
Table 4. Although the modal group (31.11 per cent) has had “some 
high school,” there seems to be a large minority of offenders (20 
per cent) who have had some college training. None of the group 
was illiterate, nor had any actually completed a college course. 

OCCUPATION AND JOB RELIABILITY. A large majority (60 per cent) 
of the individuals studied were engaged in work classified as un- 
skilled labor. No subjects were listed as professional workers, 
and only 15 per cent were classed as either managerial or clerical. 
The remainder (24 per cent) were skilled laborers. In comparing 
this distribution with educational accomplishment, distinct evi- 
dence of underachievement is noted. This observation is further 
supported in a subsequent consideration of intelligence. In evalu- 
ating the reliability of offenders in their occupations, it was found 
that 53 per cent were classed by their employers as “reliable,” 
27 per cent as having “sporadic” reliability, and 20 per cent as 
being unreliable. 

LIVING AREA AND conpiTIons. At the time of apprehension, 80 per 
cent of the offenders were living in cities with populations of at 
least 20,000. Small towns and villages contributed 11 per cent and 


Table 4. Degree of Education of Sex Offenders 








Education No. Per cent 
RENE. Seabee cook ss cena ewes 0 0 
Reads or writes ........0.e00. 1 2 
SND: MONOOL oo 6 cena piesie ace 9 20 
Completed eighth grade ........ & 18 
Some high school ............ 14 31 
Finished high school ........ 4 9 
BOM, OOUINTS 5 i.0.5.0.0:0d350 c.00 500 9 20 
College graduate ............. 0 0 


| 


100 


oe} 
S 
ge 
i 
oa 














W. M. SWENSON, PH.D. AND B. P. GRIMES, M.D. 115 


9 per cent came from rural areas. These results should be care- 
fully evaluated in the light of the writers’ observation that certain 
courts (particularly in urban areas) are more accepting of the 
law and, therefore, make more use of it. 

There are widespread “poor living conditions” among the sub- 
jects (42 per cent). Only 7 per cent could be classified as living 
under superior conditions. The remaining 51 per cent lived under 
average conditions. 

RELIGION. Declared religious preferences of the group are com- 
parable to the declared religious preferences of the Minnesota 
population in general. Some form of Protestant religion was pro- 
fessed by 56 per cent, 33 per cent were Roman Catholics, and 11 
per cent declared no religious preference. One-third of the offend- 
ers said that they were “active” in church work, one-third that 
they had no church activity at all. 

MARITAL STATUS. Of the 45 sex offenders studied, 36 per cent were 
single and 53 per cent were married and living with their wives 
at the time of the offense. Three (7 per cent) were separated or 
divorced and two (4 per cent) were widowed. Over one-half (56 
per cent) of the wives of the married subjects were completely 
“accepting” of their husband’s problems and were willing to sup- 
port fully any endeavor toward rehabilitation. Five (20 per cent) 
of the wives had “mixed feelings” about the situation, and 16 per 
cent have completely rejected their husbands since the discovery 
of the abnormal behavior. 

HOME ENVIRONMENT DURING FORMATIVE YEARS. Only a small per- 
centage of the offenders come from broken homes. Separated or di- 
vorced parents were found for 18 per cent of the group; one or 
more of the parents of 7 per cent were dead; and 4 per cent of the 
offenders were brought up in orphanages. The parents of the 
rest (71 per cent) lived together. Few of the offenders’ parents 
had been institutionalized for any cause or had received treatment 
for a mental illness; 78 per cent were free of convictions for felo- 
nies or treatment for mental illnesses. Five (11 per cent) of the 
offenders had at least one parent who had been mentally ill 
(treated either in a hospital or on an out-patient basis); and in 
4 per cent of the homes, at least one parent had committed a 
felony. The mental status of the parents of 7 per cent of the offend- 
ers was unknown. No evidence of sex crime was found in the 
parents of any offenders. 
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The offenders tend to come from large families. Only 13 per 
cent are without siblings. Almost one-third (31 per cent) have 
more than four siblings. The remainder have between one and 
four siblings. Six offenders (15 per cent) have at least one sibling 
who has committed a felony. One subject has a brother who has 
also committed a sex crime, and one has a brother who has been 
treated for a mental illness. 


PHYSICAL CONDITION AND PERSONAL Habits. Of the subjects studied, 
62 per cent were completely free of any physical disability. Minor 
but not incapacitating physical disabilities existed in 31 per cent 
of the offenders, and 7 per cent had marked physical disabilities. 
Histories of venereal disease were found in 18 per cent of the sub- 
jects. There was evidence of a serious illness in childhood in 13 
per cent of the cases. 


Tobacco was used in some form by 80 per cent of the subjects 
—27 per cent of them saying they were “heavy smokers.” There 
were histories of alcoholism or admissions of being “heavy drink- 
ers” in 40 per cent. Alcohol as a problem appears in this group 
much more frequently than in the general population. It should 
be noted that 18 (40 per cent) of the subjects were under the in- 
fluence of alcohol at the time of their offenses—four of them being 
classed as “inebriated.” 

Over half the group members were found to have no membership 
in any club or lodge (including unions and church-affiliated organ- 
izations) and to have “no hobbies.” 

In summary, the offenders are about 37 years old, have had more 
education than the average for their community, and were most 
frequently engaged in unskilled labor at the time of the offense. 
There is distinct evidence of underachievement from a vocational 
standpoint. They come most commonly from the larger cities, and 
there is a prevalence of “poor living conditions” in their environ- 
ments. Their religious preferences and activities are not different 
from normal individuals of the local culture. 

About one-third of the offenders are unmarried. Of the married 
offenders, a majority of the wives have “accepted” their husband’s 
sexual disturbances and are not rejecting the husbands. 

Only a very small percentage of offenders come from broken 
homes. None of the subjects’ parents had been convicted of sex 
crimes. Over one-third of the subjects had more than four siblings. 
Only one offender had a sibling convicted of a sex crime. 
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The group was generally in good physical condition, although 
almost one-fifth had histories of venereal disease. 

Aleohol was a major social problem with a large percentage of 
the group studied, with over three-fourths of the group admitting 
the use of alcohol in some form or quantity. Eighteen (40 per cent) 
of the offenders were classed as “heavy drinkers” or “alcoholic,” 
and 40 per cent of the offenders were under the influence of alcohol 
at the time of the offense. 


Psychometric Characteristics 


The psychological tests administered to these subjects during 
the observation period have been listed in Table 1. In this paper, 
only the results of a few of them will be treated. 

INTELLIGENCE. Each subject of the study was tested by the com- 
plete Wechsler-Bellevue Intelligence Scale, Form I, with one ex- 
ception, who was given the Stanford-Binet Intelligence Scale, 
Form L. The Shipley-Hartford Test for Measuring Intellectual 
Impairment was also administered to the entire group. 

The intelligence test results are summarized in Table 5. It is 
obvious that the distribution of intelligence is not normal. Of the 
group, 56 per cent are distinctly above the average or normal range 
of intelligence (IQ’s are greater than 110). Only 16 per cent of the 
group can be listed as “below average.” As already mentioned, 
underachievement seems to be one of the few characteristics which 
are common to the entire group. With 56 per cent of the group 
obtaining full scale IQ’s of over 110, one would hardly predict 
that 60 per cent of the group would be doing unskilled labor. The 
mean Wechsler-Bellevue Full Scale intelligence quotient is 109.2. 
The mean Verbal Scale IQ is 108.7 and the mean Performance 
Scale IQ is 109.9. These latter results would indicate that there is 


Table 5. Intelligence Test Scores (Wechsler-Bellevue Intelligence Scale, Form 1, 
Full Seale IQ’s) 








IQ Range No. Per cent 
Below 75 ....eseeeeee 2 4 
TORO ec rwieesiccarenss 5 11 
GOVIO oi nsw esicsacs 13 29 
FUR -FBO: o:c:0:0:0' seins one 13 29 
Over 121 ....cccceeee 12 27 


—_—— —ey 


Total ....cosercee 45 100 
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no particular discrepancy between the abilities of these individuals 
to perform abstract functions and their abilities to do more prac- 
tical or concrete tasks. The scores on the Shipley-Hartford Test 
are not significantly different from the Wechsler-Bellevue results. 
The mean number of figures recalled in the Bender-Gestalt test 
was 5.8. 

PERSONALITY. Only two of the psychometric devices used in per- 
sonality evaluation are considered in this paper—the Rorschach 
test and the Minnesota Multiphasic Personality Inventory.° It is 
felt that these two tests are reasonably representative examples 
of projective personality testing and of structured personality 
testing respectively. 

The Rorschach results give no demonstrable evidence of either 
statistical or content abnormality. A composite psychogram, with 
certain of the more standard tabulations calculated, is presented 
in Figure 1. The mean number of responses is 20, with two-thirds 
of the group giving between 10 and 30 responses. In Figure 1, 
the results of this study are compared with composite psychogram 
of a sample of 104 “normals” obtained by Cass and McReynolds 
in 1951.° The mean age and education level of this normal group 
is 34 years and the 13th grade, respectively. The mean number of 
responses of this normal group is 24.6. A comparison of the two 
composite psychograms shows very little evidence of difference. 


eeeees 104 Normals (after Cass and McReynolds) 
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Figure 1. Rorschach psychogram (elevations are in terms of mean raw scores). 
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Among the sexual offenders, there are fewer movement responses 
and less sensitivity to shading as recorded in the Fe column. 
“Sex responses” were rare in the offender group, with 76 per cent 
of the group giving no sex responses at all. Only 9 per cent gave 
more than one sex response. Other content responses all fell well 
within normal limits. It is the authors’ conclusion that with the 
possible exception of the shading determinant Fc and the move- 
ment determinants—M, FM, and m (in which the offenders had 
lower scores)—the Rorschach does not difflerentiate these sex 
offenders as a group from a normal population. 

The Minnesota Multiphasic Personality Inventory (MMPI) is 
a structured personality test composed of 550 true-false statements 
which, when scored, give indications of the existence of symptoms 
or traits found in the conditions of hypochondriasis, depression, 
hysteria, psychopathic deviation, masculinity-femininity, paranoia, 
psychasthenia, schizophrenia, and hypomania. This test was ad- 
ministered to all offenders no more than two days after admission 
to the hospital. A composite profile of the results of all subjects 
is shown in Figure 2. The profile is graduated by “t-score” points 
—-a score of 50 being the mean or average score for a standard- 
ization group of normal individuals. Only about 2.5 per cent of the 
normal population obtain scores of 70 or greater on the individual 
seales of this test. 

The high point in the profile and the only score to be considered 
in the “statistically abnormal” range is the trait listed as psycho- 
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Figure 2. Minnesota Multiphasic Personality Inventory. 
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pathic deviate. From this MMPI test alone, it is possible to con- 
clude that these sex offenders as a group are distinctly rebel- 
lious and asocial, or are somewhat unwilling to conform to the 
rules and regulations of society (Pd). They are to some extent 
concerned about their predicament as they enter the hospital for 
observation (D) and admit to some rather peculiar, introversive, 
and somewhat bizarre mentation (Sc). The low point in the pro- 
file, i.e. the scale closest to the statistical norm is that of hypo- 
mania. This scale is often interpreted as an indication of the 
“activity level” of the individual. The low point may fit well with 
the “underachievement” concept already discussed. The 45 sex 
offenders as a group do not show what could be termed a “normal 
profile.” The test seems to be sensitive in teasing out the charac- 
teristics of sex offenders that are often listed under the diagnosis 
of psychopathic or sociopathic personality disturbance. 

To summarize their personality characteristics, these offenders 
as a group are above average in intelligence. The composite Ror- 
schach psychogram is for the most part “normal.” A possible ex- 
ception is that the offenders show fewer shading and movement 
responses than normal. The MMPI gives evidence that the offend- 
ers are rebellious and asocial in their interpersonal relationships 
and suggests the existence of some depression and eccentricities. 


DISsPosITION OF CASES 


Disposition has been made on all 45 cases studied. All but one 
of the offenders received some sort of penal sentence; 60 per cent 
were sentenced to the state prison, 34 per cent to the state reform- 
atory and 4 per cent to a municipal workhouse. The individual not 
receiving a penal sentence was committed to a state mental hos- 
pital (following hospital staff recommendations) at St. Peter. 


The sentences were almost all classified as “indeterminate,” 
which is generally interpreted to mean zero to seven years. Only 
one offender received a sentence of more than seven years. The 
two individuals receiving workhouse sentences were to be confined 
for a year. 

Of the subjects receiving penal sentences, over half (52 per cent) 
received stays of sentence and were immediately placed on pro- 
bation for periods varying from one to 10 years. None was re- 
leased with less than a year on probation. 
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As previously mentioned, the pre-sentence observation law calls 
for a letter of psychiatric and psychological evaluation of the 
offender to be submitted by the Department of Public Welfare to 
the court imposing the sentence. The recommendations in these 
hospital evaluations can be divided into six major categories: (1) 
psychiatric hospitalization; (2) probation with out-patient psy- 
chiatric treatment; (3) probation; (4) penal confinement; (5) “no 
recommendations”—return the offender to the court; and (6) 
“mental defective—commit to Department of Public Welfare.” In 
comparing these recommendations with the actual disposition of 
the cases, there was agreement between the recommendation and 
the disposition in 77 per cent of the cases. In each case the court 
had access to the report of psychiatric and psychological evalua- 
tion before sentencing the offender. The general recommendations 
are listed in Table 6. Hospitalization was recommended for only 
one of the 45 offenders. Referral to the Department of Public 
Welfare as mentally deficient and needing close supervision was 
recommended in one other case. Probation with out-patient psy- 
chiatric care was recommended in two (4 per cent) of the cases, 
probation without reference to psychiatric care in 23 (51 per cent) 
and penal sentence in five (11 per cent). Of the group, 29 per cent 
were returned to the court with no specific recommendations as to 
disposition. This was on the assumption that the court could pass 
sentence without psychiatric evaluations. It can readily be seen 
from this breakdown that the psychiatric staff evaluating the sub- 
jects felt that only a very small percentage, three offenders (6 per 
cent of the group), could benefit from any psychiatric treatment. 

To summarize the disposition, all but one of the 45 offenders 
received penal sentences. The length of the sentences was for the 


Table 6. Disposition Recommendations by Hospital Staff 








Recommendation No. Per cent 
Mentally ill—requires hospitalization ......... 1 2.2 
Mentally ill—require out-patient treatment .... 2 4.4 
Mental defective—commit to Department of 

Public Welfare ..........ccccccccccccees 1 2.2 
Probation without psychiatric care ..........+. 23 51.1 
Penal confinement .........csceceeeeeeeeceen 5 11.1 
No recommendation—return to court .......... 13 28.9 


“45 —«-:100.0 (99.9) 
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most part “indeterminate,” with over half of them stayed, and 
immediate probation given. When the psychiatric staff’s recom- 
mendations were compared with the court’s sentences, agreement 
was noted in 77 per cent of the cases. The hospital staff recom- 
mended psychiatric treatment in only 6 per cent of the cases. 


SUMMARY 
1. An analysis was made of 45 male sex offenders studied under 
the Minnesota Pre-sentence Investigation Law. Before sentencing, 
each offender was studied for a period of 60 days by a state mental 
hospital staff. 


2. Offenders were most often guilty of indecent assault—usually 
the first sex offense. Frequently the offender had previously been 
guilty of some other felony. The victim was generally a girl, aged 
seven to 10, and usually the only victim in the offense. The most 
frequent type of contact was manual fondling, with physical vio- 
lence taking place in about one-fifth of the cases. 

3. The mean age of the offenders was 37. As a group, they appar- 
ently had more than average education, but were frequently! 
engaged in unskilled labor, indicating distinct evidence of under- 
achievement from a vocational standpoint. 

4. Alcohol was a major social problem with a large percentage 
of the group. Eighteen, or 40 per cent of the group, were classed 
as “heavy drinkers,” and 40 per cent of the offenders were under 
the influence of aleohol when they committed their offenses. 


5. Psychological testing showed the group to be of above average 
intelligence. Twenty-five, or 56 per cent had IQ’s of greater than 
110; and only seven, or 15 per cent of the group had IQ’s below 
90, again reflecting the wnderachtevement of the group with respect 
to vocational adjustment. 


6. The Rorschach results gave no strong evidence of either statis- 
tical or content abnormality when compared with those of a group 
of normal individuals. There was suggestive evidence of fewer 
shading and movement responses in the offender group. 

7. Elevated scores were obtained by a majority of the group on 
the psychopathic deviate scale of the Minnesota Multiphasic Per- 
sonality Inventory (MMPI), reflecting the existence of rebellious, 
asocial attitudes in most of the subjects. The offenders studied did 
not obtain what could be termed “normal MMPI profiles.” . 
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8. All but one of the 45 offenders received penal sentences. The 
sentences were stayed in 52 per cent of the cases, and these indi- 
viduals were immediately placed on probation. In only three of 
the 45 cases, was actual psychiatric care recommended. 


9. The court’s decision in sentencing coincided with the psy- 
chiatric recommendations in 77 per cent of the cases. 


St. Peter State Hospital 
St. Peter, Minn. 


REFERENCES 


1. Davidson, Henry A.: Forensic Psychiatry. Chapter 8. Ronald. New York. 1952. 

2. Abrahamsen, David: Report on the Study of 102 Sex Offenders. State Hospitals 
Press. Utica, N. Y. 1950. 

3. Bowman, Karl M.: Review of Sex Legislation and Control of Sex Offenders in 
the United States of America. Report on California Sexual Deviation Research, 
20:15, March 1954. 

4. Bowman, Karl M., and Engle, Bernice: A psychiatric evaluation of laws of homo- 
sexuality. Am. J. Psychiat., 112:577, February 1956. 

5. Hathaway, 8. R., and McKinley, J. C.: Manual for Minnesota Multiphasic Per- 
sonality Inventory. Psychological Corporation. New York. Revised 1951. 

6. Cass, William A., and McReynolds, Paul: A contribution to Rorschach norms. 
J. Consult. Psychol., 5:178-184, June 1951. 











OPERATION SQUARE DANCE 


BY MAUREEN McSORLEY NEARY 


Square dancing has a well-deserved place among the physical 
activities used as mental hospital therapy. This paper will report 
an instance in which square dancing was utilized, not as a principal 
substitute for other activities, but as an ideally complementary 
activity. It was recognized at the start that square dancing held 
and reflected, like a colorful prism, real life-giving interests and 
life-enhancing aspects for both participants and viewers. Exam- 
ination of environmental factors pointed to specific treatment 
values for psychotic patients who showed marked depression, or a 
great degree of withdrawal and dissociation. With the dynamics 
of these symptoms in mind, and the possible effect of square danc- 
ing on them, it seemed therapeutically important to select subjects 
among patients in a highly restricted section, which was under 
particularly intensive medical and psychiatric treatment. 

In considering square dancing for patients of the women’s high- 
security building at Rockland (N.Y.) State Hospital, the many 
difficulties that might arise—through a conflict in employee and 
patient attitudes, predispositions, or receptivities—were recog- 
nized. However, it was felt that these difficulties were less than 
the expected benefits and visualized goals—conceived by the medi- 
cal personnel and endorsed by the assisting and supporting staff. 

It is the writer’s predilection for the dance as a recreation mo- 
dality that leads to the attempt here to clarify the less tangible 
aspects of this experimental project and to point up specifically 
the tangibles which became self-evident after a year’s intensive 
treatment with “Operation Square Dance.” 

Because this activity allows the expression of varying degrees 
of social, physical, mental and emotional pressures, these will need 
examination separately, but will show inescapable overlapping 
patterns and shadows. Too, statements will be made concerning 
perceptions and sensations—uncharted scientifically—which the 
writer believes show indications of having been evoked by this 
activity rather than by another. 

Plans for the dance program envisioned four necessary steps, 
known somewhat obscurely as orientation, indoctrination, motiva- 
tion and practice. Somewhere between the second and third steps, 
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the evolvement of the subtle force known as inspiration was ex- 
pected. 

Orientation introduced the workers in the project to each other 
and to the therapeutic tools and sources. Indoctrination was aimed 
to force the first breath of life into the operation and demand 
open recognition for it. Motivation was intended to stimulate emo- 
tional and other responses, and to arouse expectation. Practice 
was to induce necessary physiologic reactions and incorporate the 
processes of learning, remembering, recalling and performing at 
request and at will. Inspiration, weaving its way between these 
steps and between interacting individuals, would bring magic color 
to the entire operation—to each one’s personal preference. 


Orientation involved presentation of the plan, with medical back- 
ing, in discussions with staff-level personnel of the building con- 
cerned. The program was explained in much detail, with refer- 
ence to possible results and hoped-for benefits. This conference 
was intended to open other channels of thinking so that any un- 
foreseen difficulties arising from this level could be adjusted before 
introducing the program further, and before setting a definite 
date for starting it. 

Indoctrination covered the giving of information to all levels of 
personnel who were to enter into this project. Information was 
given about the choice of square dancing as the therapeutic vehicle; 
the time to be used; relative responsibility among the personnel 
for proper functioning of the program; the possible goals; and the 
expected benefits in smoother operation of the building, and to the 
patients sharing the experience. 

Motivation was concerned with giving the personnel sufficient 
practical knowledge of dance techniques and steps to develop self- 
confidence in teaching and doing “squares”; with arousing ward 
and building loyalties to sustain interest for the prolonged effort 
necessary; with setting up schedules for square dancing periods 
in the daily ward routines, which were already crowded with cus- 
todial and treatment duties. 

Practice brought the patients actively into Operation Square 
Dance, since this was the point at which attendants, recreation 
workers, co-operating nurses and assisting volunteers converged 
to begin teaching “squares” and simple pattern dancing. The 
patients’ needs and their acceptance of the program were to deter- 
mine the scope and measure the success of the venture at all points. 
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Each ward group represented a communal unit, the major part 
of which consisted of untrained and (dance-wise) untutored pa- 
tients. It was also true that many in this group were greatly un- 
moved by the idea of an exploration of square dancing for several 
reasons, not necessarily related to the illness picture presented. 

Ideally, it may be true that groups for square dancing should 
be as homogeneous as possible since this might help to reduce 
tension and anxiety. However, it was felt that, for the purposes 
of the present project, which were essentially permissive and un- 
demanding, ward groups would be emotionally homogeneous 
enough—though somewhat shifting in character because of trans- 
fers in patient population. 

There were 10 wards in the building chosen for this program, 
and the square dance was to be brought into each of them on a 
regular basis. Each ward had a basic tonal quality and texture 
different from the others, dependent on interacting personality 
factors. The ward differences were altered variously during the 
intervals of the dance activity. These modifications and modula- 
tions were to be used in trying to evaluate the program progres- 
sively. Since each day varied for each ward, it became evident 
that any attempt to single out one day, or even one month, to 
establish a criterion, would not be consistent with the known fac- 
tors. Looking back now over the first year, however, has permitted 
the drawing of conclusions from some early impressions that seem 
to give promise for the continuing program. 

The recreation therapist assigned to this program* felt that the 
project, at its introduction, had been either accepted or rejected 
on a personal, individual basis. Long-term dependable employees 
met the program, not so much as a provocative challenge, but as 
another task to add to their already busy schedule. The therapist 
also felt that they disbelieved to some extent in her ability to 
motivate patients who, they knew, had been inactive and un-co- 
operative for a number of years. The newer employees seemed 
more accepting and less questioning of the therapy goals pre- 
sented. They had not yet had time to label activities or patients 
and see them as stereotypes. 


*The writer wishes to express appreciation to Miss Winona Greenier, assistant recrea- 
tion instructor, who was the dance therapist in charge of this project from its incep- 
tion throughout the whole operation. . 
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Of the 10 wards in the building the two on the first floor are 
for patients who are accessible, alert, clean, interested—and de- 
manding. One ward was the pre-convalescent service, where square 
dancing was accepted wholeheartedly. Here there was a strong 
' drive toward more dance sessions; and there were requests for 
formal recognition of personal accomplishment by the patients 
taking part. These patients were the type most likely to reach 
the level of demonstration performance rapidly, and to be eager 
and happy in so doing. 


On the other side of the same floor is a geriatric and elderly 
group; and, with these patients, the dance therapist was not ex- 
pected to use pressure for a set program. However, this in itself 
proved to be a challenge to her; and she set herself to induce the 
ward to join the program by way of social dancing and marching. 
Then, square dances of a not too strenuous type were offered. 
The patients developed real interest in the square dances and sur- 
prised everyone with their ability, in addition to justifying the 
therapist’s original belief that she could interest elderly patients 
in the project. 

With these first floor wards, it was felt wiser to stress and foster 
group spirit (as one would team play) parallel with the develop- 
ment of a square dance repertoire. The teaching and assisting 
personnel on these wards were especially alert to the dynamics of 
ward response; and they furthered the interests of their own 
groups. These attendants were capable of joining readily in the 
development of the program while maintaining control of its mo- 
mentum. 

The two wards on the second floor contain regressed patients, 
many so regressed as to be incontinent. As a whole, these patients 
are inclined to be seclusive and forgetful. Simple acceleration of 
memory patterns through circle group dances such as “Looby 
Loo” and simple “squares” was the goal in the early weeks of prac- 
tice. The therapist found that it was extremely difficult for them 
to learn and retain even these simple patterns. Social dancing 
was not a success either, since these individuals had already aban- 
doned the idea of relating actively to others, and “dancing” couples 
would merely walk about hand in hand (sometimes one person 
moving backward) with each other while the music played. Some 
singing of “calls” in unison was encouraged at intervals, to draw 
attention, to aid concentration, and to impress by reiteration. 
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These patients were a direct contrast to those on the first floor. 
Their inertia, passivity and impassivity were more difficult to com- 
bat; and they acted to impair the spirits of instructors and aides. 
It was discouraging to the therapist in charge of the program to 
go on this ward week after week and find that the patients had 
learned very little. 

Patients on the third floor wards were also slow to learn. They 
were distractible, wandering and preoccupied. There were epilep- 
tic patients on one ward, and regressed, incontinent patients on the 
other. The epileptics showed interest and ready acceptance; were 
slow at learning but remembered for a long time what they had 
learned. Over 50 per cent of this ward group became attentive 
participants. The regressed patients, however, were unable to 
master more than simple circle patterns in the same time for study 
that the others had, even though they were fairly well co-ordinated 
in social dancing. They had difficulties with movements in response 
to command, and their timing was undependable and inconsistent. 
There were only a few of the younger patients in this group; and 
these were more erratic in their participation, preferring to wait 
for a social dance period, when the music would lure them from 
their hideaways. “Hokey Pokey” was popular, even with the young- 
sters, but, as more complicated patterns were introduced, partici- 
pation of the more regressed patients dropped. “Hinky Dinky 
Parley Voo, Yankee Doodle Dandy” drew only a limited number, 
since too much concentration was required. However, even those 
who dropped out because of frustration showed their interest in 
the activities of the remaining dancers. 

Patients on the fourth floor wards were active in the sense that 
they could be drawn into activities readily, could respond well to 
teaching instructions and could retain a great part of what they 
were taught. One of these wards was maintained for acutely dis- 
turbed individuals and the other for patients with homicidal tend- 
encies. The dance therapist found that the former group was alert, 
active and responsive. The few adolescents here preferred “rock 
and roll” but occasionally joined the “squares.” “Squares,” in the 
thinking of these adolescents, referred both to patients and dance 
form. 

Many of this acutely disturbed group were untidy, had other 
poor personal habits, and required a proportionately greater 
amount of personal attention from instructors. Some of these pa- 
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tients were passively demanding out of all reasonable need, using 
inertia as a device to force or focus attention. One felt that they 
were torn between the hunger for warmth, love and affection— 
which inspired the demanding behavior—and a real desire to do 
well. Their inability to place one objective before the other, or 
to deduce that one was the result of the other, moved them to 
sacrifice their conflicting aims in a rather confused manner. How- 
ever these patients, with only 10 per cent inactive, learned—and 
performed rather well—such dances as the “Virginia Reel,” the 
“Progressive Waltz,” “Spanish Cavalier,” “Duck and Dive,” and 
many circle calls. 

Patients on the fifth floor wards were regressed with 50 per cent 
of the group fairly inactive, inert, disinterested in the passage of 
time, and seemingly unaware of their surroundings. It was a task 
indeed to get these patients up on their feet and started in simple 
circle dances which required interdependence of group members 
and personal contact in the touching of hands. One of the fifth 
floor wards was maintained for patients with suicidal tendencies, 
including some patients who were known to have attempted sui- 
cide. These patients responded well, and enjoyed the program con- 
sistently after they had been exposed to the activity. However, 
their preference was for music (without the dance) and they would 
always ask the dance therapist to remain and play records, or to 
come more often just to play records. 


The other ward group on the fifth floor was a sick and disturbed 
one. During the development of “Operation Square Dance” here, 
there was a distinct change-over; a transfer of attention that was 
hard to define, but distinctly encouraging. More and more of the 
patients were drawn into the dance activities as the weeks went 
by, and they began to really see each other, to socialize more freely. 
Square dance calls, done in the circle with hands joined round, in- 
sistently demanded attention and suggested imitation to these pa- 
tients with real problems in concentration. Gradually, as the year 
went along, these women were able to absorb “Hokey Pokey,” 
“Mexican Hat Dance,” and the “Virginia Reel,” and were able to 
recall the knowledge with very little stimulation. 

Throughout the program as a whole, the dance therapist tried 
to set a basic pattern of dance progression, from simple calls to 
circle formation, through six-step sequences in “squares,” to recog- 
nized square dances. Some of the dances had to be reformulated 











130 OPERATION SQUARE DANCE 


to suit the program’s needs, but the adaptations used familiar 
tunes bearing similar rhythms to the originals. To the city-bred 
ear, many folk tunes seem alike, seem confusing and sometimes 
tuneless. When this reaction was found, changes were made to 
identify a tune more closely with a dance pattern. It was found 
that teaching by rote to the accompaniment of clapping, after in- 
troduction to the music, speeded up the learning and recalling 
processes. With the growth of self-assurance through reassurance, 
flamboyant or self-centered behavior came under self-control. This 
process was additionally supported by the use of “squares” and 
“circles,” which, in formation and interdependence, prevented 
wandering or elusive maneuvers. 


Aloneness and negativism seemed to be significantly diminished 
by the persuasiveness of the dance form itself. The reiterated 
demands of the caller, or instructor, to “Honor your partner,” 
“Swing your corner lady,” “All join hands and circle once around,” 
have a tendency to reduce uncertainty in responses, unless there 
is deliberate negation involved. Here one first considers the pa- 
tient as a person—and one who may well react in a negative 
manner for purely nonpsychotie reasons. To support existing real- 
ity elements, it was felt wise to assume that most activity responses 
could be assessed against normal expectations first, and against 
illness factors second. 


Feelings of tolerant, aware rivalry and of amiable impertinence 
developed to varying degrees in the sectional groups, depending 
on such factors as distractibility, medication, preoccupation and 
leadership. Of course, great merriment and gaiety were difficult 
to maintain in the hospital environment. Outbursts of “hillbilly- 
arity” were encouraged and tended to lengthen the periods of 
group enjoyment. It is not meant to suggest here that the habit 
of enjoyment is learned but that impeded and blocked impulses 
may be restimulated. 

There was, naturally, no effort to create competition between 
ward groups, or ward personnel, since this might frustrate both 
therapeutic and recreational aims by placing more strain on the 
patients. There was directed effort to preserve standardized pro- 
cedures, such as are tacit in educational practices, as these enhance 
the value of the programs through providing definitely scheduled 
periods at regularly scheduled times. Permissiveness, however, 
was encouraged in the use of the allotted periods. 
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It was found, too, that the development of a keen appetite for 
square dancing is most dependent upon the leader when there has 
been no cultural inculeation. This was especially noticeable among 
the older— and the very young—patients from the metropolitan 
areas near the hospital. However, although an early show of liking 
is almost always a reflection of the personality that the leader pro- 
jects in teaching the dance form, later interest derives from knowl- 
edge and practice. It was possible to observe this process because 
of the number of different persons introduced into the teaching 
part of the program as it matured. 

It was observed, too, that the choice of music, for clarity and 
tempo, as well as simplicity, needed close scrutiny, since some 
music could stimulate nostalgic responses, which were of ques- 
tionable good to the program or the patient. A positive activity 
response to the music was sought. If the music created an emo- 
tional hangover with resulting sadness, weeping or anger, it 
seemed wise to supplant it with familiar tunes which did not have 
this result. It seemed unwise to assume that an indiscriminate 
response was a good one—unless the patients were suffering from 
extreme disassociation most of the time, and the object was to 
break through the emotional barriers by any available method. 

When the dance therapist was first assigned to this program, 
she felt unqualified by either training or experience to assume 
responsibility for an experimental project. As the year drew 
toward a close, she began to feel that many patients who had been 
withdrawn for years had been brought back to some association 
with reality through connection with the dance program. She felt 
that it had helped to make them friendly and tolerant toward each 
other, and that certainly their physical conditions had been im- 
proved. 

It was fortunate that one person could remain in charge through- 
out this activity, since—even without a personnel change—any in- 
consistency in the established relationship between the instructor 
and the group brought insecurity and created imbalances in re- 
sponse that were surprising, sometimes frightening. For instance, 
there would be a day on which the instructor was overtired, tense 
or “jittery” and yet be trying to carry on her usual assignment. 
Her feelings would communicate themselves to the patients very 
rapidly, as if by some emotional osmosis. This would be enough 
to impede progress for the day. Some patients would show con- 
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cern and worry, some reflect irritation, some withdraw further, 
and some seize the opportunity to release additional aggressions. 
The oversensitivity, which characterizes most emotional illness, 
may, at such a time, destroy the rapport which has been building 
in the group. (Leaders whose personal resources are exhausted, 
or who feel frustrated in the program, or who are overdue for 
vacation, may inadvertently bring on this reaction.) 


In therapy with mental patients, the isolation of the patient who 
particularly needs socialization must be broken into, and some 
traumatic reactions are to be expected whatever the therapeutic 
vehicle. When square dancing is the therapeutie tool, it repairs 
the injuries it causes—with interplay and group sharing. 

Two matters have emerged as important factors in the success 
of the project. 

First, it was found that the continuous orientation and training 
of new ward employees was of foremost importance, since they 
worked alone on the dance programs at least 60 per cent of the 
time. Progress in the end depended on the ward attendant not be- 
coming too set in the routine of primary instruction levels. 

Second, it was found that there was an emphatic need for a 
dynamic, healthy, interested, recreation leader who could plan 
progressively, visualize well into the future, and create a program 
with a content that pleased both working assistants and patients. 

At one point, it was felt that the program had a tendency to 
become stereotyped because of its regularity and repetitiveness. 
After some discussion with the leader and supervisors, it was 
decided to combat any such tendency by introducing musical games 
at rather irregular intervals. 

The square dance program has appeared to be of value in stimu- 
lating community awareness, acceptance and tolerance; and it has 
proved itself on the ward, where rejection was most marked. The 
broader, more recreational aspects of square dancing were, in 
general, secondary in this program to the therapeutic needs of the 
patients. Meeting these needs had been specifically set forth as 
the goal of the program. A renewal of the sense of belonging, the 
redevelopment of an interest in reality, and the shaping of accept- 
able patterns of social behavior were thus among the aims. 

There were many subsidiary goals, based on individual needs, 
and these were served—as far as they could be without detriment 
to group goals— through friendliness, amiability, and tenderness, 
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demonstrated again and again by all those working with the pro- 
gram. 

On the whole, it is felt that the year of “Operation Square 
Dance” was well spent, both educationally and therapeutically for 
at least 70 per cent of the patients who took part, in that it has 
added to their knowledge and enjoyment, and answered some of 
their physiological needs. In a more subtle fashion it stimulated 
personality and ethical responses that had been dormant or 
blocked; and it set up, in many patients, some fine social habits 
which will go with them into their community lives. 


Recreation Therapy Department 
Rockland State Hospital 
Orangeburg, N. Y. 











REVIEW OF MENTAL HYGIENE AND RELATED LEGISLATION 
FOR THE YEAR 1958 


BY E. DAVID WILEY, LL.B. 


Thirty-five bills to amend the Mental Hygiene Law were intro- 
duced at the 180th Annual Session of the New York State Legisla- 
ture before it adjourned sine die on March 26, 1958. Six of these 
bills were sponsored by the Department of Mental Hygiene. There 
were upward of 60 bills directly affecting the department and 
covering a wide range of subjects, such as the aged, dotards, drug 
addicts, alcoholics, land transactions and civil service matters. 
Most of these bills did not receive the approval of the department 
or were directly opposed by it, because they were defective or ran 
counter to departmental policies and programs. These were killed 
in legislative committees or vetoed by the governor. 

The legislative program of the Department of Mental Hygiene 
for the 1958 session embraced 11 bills, four of which were passed 
and became law. In reality, this record is not so poor as it might 
appear. Two of the defeated bills were three-times losers, having 
been adopted by the Democratic governor as administration bills 
or budget bills in two previous years and each time defeated by 
the Republican legislature. Another bill had been previously de- 
feated ; and another did not receive expected support from a source 
intended to be most benefited and, therefore, was allowed to die. 


APPROPRIATIONS 
The 1958 legislature appropriated $223,902,034, in regular 
budget bills, to the Department of Mental Hygiene and its institu- 
tions for the fiscal year beginning April 1, 1958. The table illus- 
trates comparative mental hygiene appropriations for the fiscal 
years 1957-58 and 1958-59. 


Comparison of Department of Mental Hygiene Appropriations for 1957-58 and 1958-59 








Total Total Increase Decrease 
1957-58 1958-59 1958-59 1958-59 
Admuuistration 
Personal service ......... $1,447,875 $1,494,450 $46,575 
Maintenance and operation 283,175 283,455 280 
Maintenance undistributed 
Informational services .. 62,827 65,485 2,658 





RE ois cae ens $1,793,877 $1,843,390 $49,513 
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Comparison of Department of Mental Hygiene Appropriations for 1957-58 and 1958-59 
(Continued ) 
Total Total Increase Decrease 
1957-58 1958-59 1958-59 1958-59 
Institutional Operation 
*Personal service ........ $129,985,046 $133,906,846 $3,921,800 
*Maintenance and opera- 
WOME 2 vs Sina weed neues 38,021,728 38,323,900 302,172 
Maintenance undistributed 
Malone Annex ......... 25,346 $25,346 
Improving patients’ facili- 
ties—Wassaic ......... 100,000 100,000 
Intensive treatment— 
QUMIRSION occ cccecsces 2,165,990 3,713,255 1,547,265 
Intensive treatment— 
CRIME eo BENE cc 'e v'n 197,090 328,050 130,960 
Day hospital services .... 160,484 145,278 $15,206 
Antibiotics for T.B. ...... 35,000 25,000 10,000 
Tranquilizing drugs ...... 2,000,000 2,000,000 
Operation of leased facili- 
ties for mentally re- 
tarded patients ........ 300,000 300,000 
Operation of additional 
state-owned facilities 
for patients ........... 325,000 325,000 
TORRE ce vecesesvccne . $173,315,684 $178,842,329 $5,526,645 
Research and Special Studies 
Epidemiological research 
unit ...... eicwesensaye $ 144,826 $ 147,967 $ 3,141 
Biometric research unit ... 49,438 54,249 4,811 
Cerebral arterio- 
sclerosis .......... oaelew 60,000 60,000 
Senile rehabilitation ...... 148,112 150,000 1,888 
Research in child 
psychiatry ..... Coates 15,012 30,000 14,988 
Research in schizophrenia 200,000 200,000 
Institutional research 
PROFOCS 0 osc vvicisiowedess 1,329,519 1,500,000 170,481 
Development of research in 
mental retardation .... 25,000 125,000 100,000 
**N, Y. State Psychiatric 
Institute ........ seein 936,882 938,074 1,192 
TORRE. oecccecs wkend $2,908,789 $3,205,290 $296,501 
*Includes only 50 per cent of N. Y. State Psychiatric Institute’s and Syracuse Psy- 
chiatric Hospital’s total appropriations. 
**Represents 50 per cent of N. Y. State Psychiatric Institute’s total appropriations. 
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Comparison of Department of Mental Hygiene Appropriations for 1957-58 and 1958-59 








(Concluded ) 
Total Total Increase Decrease 
1957-58 1958-59 1958-59 1958-59 
Training and Education 
Tuition, stipends, 
fellowships ...... Cuaeinee $180,000 $198,000 $18,000 
Training of medical staff.. 300,000 350,000 50,000 
Training of chaplains .... 12,000 10,500 $1,500 
Institute in forensic 
PSVOMIBITY Ci ce ve cs cees 3,871 3,871 
*Syracuse Psychiatric 
Moapltal: isnissriacnces 214,090 219,506 5,416 
CIEE Sb sanevaeas cee 9 $709,961 $778,006 $68,045 
Programs 
Aftercare clinics ......... $1,305,515 $1,305,515 
Child guidance clinics .... 490,298 470,755 $19,543 
Psychiatric services to cor- 
rectional institutions ... 295,427 296,200 773 
Mental Hygiene Council .. 17,300 16,600 700 
Assistance in obtaining em- 
ployment for former 
RD oa vin vecsstoese 9,410 9,820 410 
Psychiatrie guidance 
td sc PEELE ERE EEE 150,000 150,000 
Community Care Program 2,310,000 2,310,000 
TOUR © Sse pangancaes $4,577,950 $4,558,890 $19,060 
Total State Purposes Fund $183,306,261 $189,227,905 $5,921,644 
General State Charges 
State Hospital Retire- 
itt TO pis cevs x oy 00 $669,783 $669,783 
Local Assistance 
Community Mental Health 
og ere errr g ei $10,048,864 $10,844,720 $795,856 
Capital Construction Fund 
Capital Projects ........ $27,295,000 $20,892,900 $6,402,100 
Rehabilitation and 
improvements ......... 1,241,787 1,000,000 241,787 
Legume iw eves veces 1,616,886 1,266,726 350,160 
Total isis ive ev eniecivad $30,153,673 $23,159,626 $6,994,047 
GRAND TOTAL .... — $224,187,581  $223,902,034 $ 276,547 

















*Represents 50 per cent of Syracuse Psychiatric Hospital’s total appropriations. 
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At the close of the 1957 session of the legislature, the total 
appropriation to the department and its institutions was $217,718,- 
572. These appropriations were supplemented by deficiency appro- 
priations by the 1958 legislature, increasing the total appropriated 
for the fiscal year ending March 31, 1958 to $224,178,581. 

Attention is directed to the appropriation for intensive treat- 
ment admissions (under “Institutional Operation” in the table). 
This was increased for the present fiscal year over the past fiscal 
year in the sum of $1,547,265 or nearly a 75 per cent increase. 
Governor Harriman reviewed the intensive treatment program in 
his message to the legislature on January 8, 1958 saying: 

“The Department is also pioneering in modern approaches to 
treatment through its broad experimental program launched in 
the fall of 1955. First project in this series was the expansion of 
treatment facilities... to provide intensive treatment for every 
patient admitted. The intensified treatment program is not a 
simple matter of handing out more pills. ... additional personnel 
are required to provide more individual and group psychotherapy, 
more activity therapy (both occupational and recreational) and 
the therapy of human contacts essential to the recovery of the men- 
tal patient. Beginning with four hospitals in 1956, this program 
was expanded to include four additional hospitals last year. Re- 
sults have shown a marked increase in releases as well as shorter 
periods of hospitalization. .. 

“The earlier therapy is started and the more intensive it is in 
the first few months of hospitalization, the better are the results. 
These same benefits should be made available to newly admitted 
patients in all of our hospitals, and I shall recommend appropria- 
tions such that staff and facilities may be expanded on the admis- 
sion service of all our remaining mental hospitals. In this way, 
we will be able to provide immediate comprehensive treatment for 
every newly-admitted patient throughout the State. 

“Similar intensive treatment units are now being set up on a 
pilot basis in chronic wards. Starting with two hospitals, this proj- 
ect will apply the newer treatments to those patients who have 
remained in the hospitals for many years. This year we plan to 
extend the project to two additional hospitals.” 

Attention is also directed to a number of items under the cate- 
gory of “Research and Special Studies.” The amount appropriated 
for research in child psychology was doubled for 1958-59 and the 











138 REVIEW OF LEGISLATION FOR THE YEAR 1958 


development of research in mental retardation was given substan- 
tial support by an appropriation of $125,000, as against an appro- 
priation of $25,000 for the fiscal year ending March 31, 1958. 
Governor Harriman’s annual message said: 

“New York State has played a substantial part in the medical 
advances that have changed despair to hope for the mentally ill 
throughout the country. The Department of Mental Hygiene has 
substantially expanded its research activities in the past three 
years. First to use the tranquilizing drugs on a large scale, the 
Department continues to study and test the newer drugs as they 
appear, as well as other methods of treatment. Existing research 
centers have been expanded at Central Islip, Rockland and Man- 
hattan State Hospitals, and several new centers are being set up. 
Eight full-time research installations are now in operation.” 

The total budgetary picture for 1958-59 reflects economy, but 
with an obvious appreciation of the need to maintain services and 
programs that have been initiated in recent years. Except for three 
items which did not call for continuing appropriations, all items 
appearing in the budget of the previous year received continued 
support by appropriations for the current year. In most instances, 
increased funds were appropriated. In only five items were the 
appropriations decreased. 


MentaL Hycrens Law 
Department Program Bills 

Chapter 22 of the Laws of 1958 redesignates Craig Colony as 
Craig Colony and Hospital. The new title of the institution for 
the care of epileptics more accurately reflects the nature and func- 
tion of this institution. 

Chapter 108 amends Section 71 of the Mental Hygiene Law rela- 
tive to voluntary admissions, reducing the period of involuntary 
detention from 60 days to 15 days, and—after this period—to 10 
days after written notice of intention to leave. This amendment 
brings the law with respect to voluntary admissions closer to the 
open hospital philosophy. 

Two of the defeated bills that the department sponsored to 
amend the Mental Hygiene Law were repeats from previous years 
and had been adopted as administration measures. These were 
the bills proposing to create a mental health research and training 
fund composed of one-half of the annual increase of funds received 
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from paying patients, and the bill proposing to redesignate the 
state schools with the exception of Syracuse State School and 
Letchworth Village as “ State School and Hospital.” 
A bill proposing to amend the Community Mental Health Act to 
permit a city to withdraw from a county community mental health 
program under certain circumstances was sponsored by the de- 
partment in order to meet certain objections made by a major city 
of the state, and to encourage its participation in the community 
mental health program. The mayor of the city did not give this 
legislation the expected support, and, therefore, the bill died in 
committee. The department sponsored a bill to amend the Mental 
Hygiene Law to permit directors of state institutions in the de- 
partment to receive an increased amount of patients’ funds without 
appointment of a committee and to administer these funds for the 
benefit of the patients. This legislation was designed to effect 
savings to patients, in court and legal expenses, where committees 
would otherwise have to be appointed. This bill also died in com- 
mittee. 

Two amendments of the Mental Hygiene Law enacted at the 
1958 session were sponsored by the Joint Legislative Committee 
on Mental Retardation. These bills received the approval of the 
department and were enacted into law with the governor’s ap- 
proval. Chapter 380 amends the Community Mental Health Act 
to specify more particularly the scope of community mental health 
programs and the duty of the directors of mental health boards 
to encourage activity in the fields of mental illness, mental defi- 
ciency, epilepsy, and behavior and emotional disorders. This legis- 
lation does not change the substance of the Community Mental 
Health Act in any respect, but it does clarify it and make it more 
specific. Chapter 912 adds a Section 200-b to the Mental Hygiene 
Law establishing a Research Institute for Mental Retardation in 
the department. It is patterned after Sections 200 and 200-a estab- 
lishing the New York State Psychiatric Institute and the Syracuse 
Psychiatric Hospital respectively. No funds were appropriated for 
construction and operation of the new institute, but the legisla- 
tion specifies that preliminary planning is to be financed out of the 
capital construction fund. 

There were numerous other bills introduced to amend the Mental 
Hygiene Law which were defeated at the request of the department 
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because they were unrealistic or contrary to established depart- 
mental programs and policies. 


Laws Relating to Mental Hygiene 


Chapter 136 of the Laws of 1958 was legislation proposed by the 
department which amends Section 57 of the Vehicle and Traffic 
Law to permit the establishment of variable speed limits—above 
15 miles per hour—on institution grounds. Heretofore maximum 
speeds of only 15 miles per hour were permitted by law; and, under 
modern conditions, and especially in the outlying areas of institu- 
tion grounds, this did not promote efficient operations. 

Chapter 705 of the Laws of 1958 amends Section 662-b of the 
Code of Criminal Procedure to permit dismissal of indictments 
against patients in state mental institutions, when dismissal of an 
indictment will (1) permit the removal of the patient to the state 
or country of his residence and (2) when the indicted patient has 
been in continuous hospitalization for two years or more. The law 
had required that the trial of a defendant be suspended when the 
defendant was mentally incapable of standing trial and it was re- 
quired that the defendant be committed for mental treatment, to 
remain institutionalized until capable of standing trial. This pre- 
vented any action being taken in the criminal proceeding—either 
by way of dismissal of the indictment or otherwise—until the 
defendant was found mentally capable of returning to the court 
for resumption of his trial or other disposition of his case. The 
amendment now permits the dismissal of an indictment upon notice 
to, and upon consent of, the district attorney, even though the de- 
fendant has not recovered. The amendment provides that the 
mentally ill person must then be civilly certified to the institution 
for further treatment. This, of course, permits the administration 
of a complete therapy program for such patients—unrestricted by 
questions of pending indictments. 

A bill sponsored by the department to amend the law creating 
the Interdepartmental Health Resources Board by adding to the 
board the chairman of the Youth Commission was killed in com- 
mittee. This bill had been sponsored by the department at the 
previous session of the legislature and had been similarly killed. 

A bill sponsored by the department to amend several sections 
of the Election Law was killed in committee. It would have per- 
mitted former patients or patients released on convalescent status 
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to register and vote, upon proof that they were discharged as re- 
covered, or released as improved. The department has been seri- 
ously disturbed by the fact that former patients, or patients who 
have been released on convalescent status, have been denied the 
franchise by legislation enacted in 1954. The department hopes 
that legislation will finally be approved which will remove this 
provision from the law and make it possible for former mental 
patients to exercise voting privileges without having to prove their 
mental competency. 

The department proposed legislation at the 1958 session to 
amend Section 454 of the Code of Criminal Procedure to permit 
the release and transfer to the state or country of residence of 
persons committed to Matteawan State Hospital after acquittals 
on the grounds of insanity. This legislation also would have per- 
mitted transfer to mental hospitals in the Department of Mental 
Hygiene in appropriate cases so that the therapies available to 
civil patients could be applied to these patients also. This bill 
was killed in committee. 

Chapter 910 of the Laws of 1958 was sponsored by the Joint 
Legislative Committee on Mental Retardation and appropriates 
$150,000 to the Interdepartmental Health Resources Board for 
establishment of a demonstration community center for the men- 
tally retarded. The department urged this project after a request 
was made by the Interdepartmental Health Resources Board for 
inclusion in its annual budget of an item for conducting such a pilot 
project. Because of economies, this item was stricken from the 
budget of the board. However, when the legislation was proposed 
by the joint legislative committee, the department urged its ap- 
proval; and the governor approved it. 

Chapter 804 amends subdivision 5 of Section 7 of the Domestic 
Relations Law, making some procedural and substantive changes 
with respect to annulments on the ground of five years of incur- 
able mental disease. This legislation was sponsored by the Joint 
Legislative Committee on Family Laws, was discussed with the 
Department of Mental Hygiene, and received its approval. Certain 
of the amendments were suggested by this department. These 
related to security for the support of the mentally ill spouse. The 
department found that there were a number of situations, arising 
with respect to the estate of a deceased spouse, which created diffi- 
cult problems, both for the beneficiaries and for the department 











142 REVIEW OF LEGISLATION FOR THE YEAR 1958 


in protecting the interest of the surviving mentally ill spouse. One 
important feature is the matter of the support of the spouse after 
recovery and release from the hospital. This has been an increasing 
problem in recent years, with advances in medical science which 
have effected recoveries that formerly would not have been ex- 
pected. The committee, without the suggestion of this department, 
added a provision which makes a well wife liable for the support 
of a mentally ill husband under conditions parallel to the liability 
of a husband for the support of a mentally ill wife. This legisla- 
tion contained a number of other provisions of a procedural nature 
relating to proof in cases where both spouses are not living in this 
state. 

There were 8,157 bills introduced in the two houses of the 1958 
legislature, and 405 resolutions. With amendments, there was a 
total of 9,721 printed bills, of which 1,405 passed and were sent 
to the governor. The governor signed 992 bills into law and vetoed 
413. 


Office of Counsel 

New York State Department of Mental Hygiene 
112 State Street 

Albany, N. Y. 
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LUFTVERANDERUNG 4q. 1. ad— 


“Aquae Sulis. Every one goes there. The best baths in Britain. 
Just as good, I’m told, as Rome. And the old gluttons sit in hot 
water, and talk scandal and politics. And the Generals come 
through the streets with their guards behind them; and the mag- 
istrates come in their chairs with their stiff guards behind them; 
and you meet fortune-tellers and goldsmiths, and merchants and 
philosophers, and feather-sellers, and ultra-Roman Britons, and 
ultra-British Romans, and tame tribesmen pretending to be civil- 
ized, and Jew lecturers, and—oh, everybody interesting.”* 

Taking the Waters of Sul (with a change of air) was a ritual 
many centuries old by the time of Kipling’s Parnesius. If the 
emperors Claudius, Vespasian, Hadrian and Septimus Severus 
had not themselves been there when campaigning in Britain, offi- 
cers of their legions or their courts certainly had been. So, cer- 
tainly, had Parnesius’ own commander, ill-fated Maximus, emperor 
of Britain and of Gaul until his armies met Theodosius. And so 
had high-placed Roman and Briton chiefs resorted there for over 
a millennium—back to the legendary days when King Bladud 
founded the baths in honor of Sul. Since the Romans later recog- 
nized Sul as Minerva, it was an enterprise with some claim to 
wisdom, as well as to therapeutic efficacy. 

One cannot suppose that the mythical Bladud (who, incidentally, 
became the father of Lear) was the first European to resort to 
health-giving natural waters—let alone the first man to do so. 
Bladud, the story goes, was afflicted with leprosy when he was led 
by a herd of leprosy-stricken pigs to try wallowing in the warm 
mud of the springs where now arises the splendid city of Bath. 
The mud cured the pigs and cured Bladud; and as recently as the 
eighteenth century—a good 2,600 years after Bladud—Englishmen 
were still convinced that bathing at Bath would cure leprosy— 
one of Bath’s famous bathing spots was the “Leper’s Bath.” 

Warm springs and a change of air—if only to air scented deli- 
eately with sulfureted hydrogen—must have been sought out by 


*Parnesius: In “A Centurion of the Thirtieth,” in Rudyard Kipling’s Puck of Pook’s 
Hill. In Vol. I of Kipling, A Selection of His Stories and Poems. Selected and Intro- 
duced by John Beecroft. Doubleday. New York. 1956. 
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self-doctoring man ages before he turned his sophisticated atten- 
tion to state dinners, alfresco, of barbecued wild horse, and the 
making of cave paintings. It is pleasant, somehow, to imagine slow- 
witted, ungainly Neanderthalers, soaking placidly, breathing 
deeply, and grunting contentedly where, aeons later, pallid aristo- 
erats strutted and stuffed snuff into their long noses at such 
resorts as Bad Kissingen or Baden-Baden. 


It is the purpose of this discourse to point out that for Nean- 
derthaler and later aristocrat alike, the baths and the change of 
air were good ideas—and to submit that for atomic-age man they 
are still good ideas. A change of scene, a change of air and hydro- 
therapy—under proper medical supervision—are excellent pre- 
scriptions for patients who do not have too much the matter with 
them, and for whom such things are practical. 

The regimen should not be confused with Weir Mitchell’s famous 
“complete rest and a change,” to which this journal paid its dis- 
respects just nine years ago.* Both the ingredients and the 
rationale of “taking the cure and a change of air” are different. 
The modern psychiatrist seldom prescribes, or even assents to, 
rest as a treatment for a mental or emotional disorder. Silas Weir 
Mitchell was a psychiatrist turned neurologist, or rather a neuro- 
logist who developed from Civil War medical psychiatry. He be- 
lieved he could see the somatic base which we all know is at the 
source of psychiatric disorder. We, too, recognize that it is there, 
but we do not yet think we understand the connection. The rela- 
tionship is too complicated, and our knowledge of psychology, phys- 
iology, and anatomy is insufficient. We identify certain major 
causes and effects, as cerebral structural defect and severe mental 
retardation, cerebral lesion and organic psychosis; but what nerv- 
ous system pathology underlies schizophrenia is not known. To 
attack the problem in reverse, we know that certain emotional 
states appear to cause certain “psychosomatic” disorders—gas- 
tric ulcer, hypertension, intestinal malfunctioning—but we know 
neither the precise how nor the why. 

Weir Mitchell was confronted with no such realization of ignor- 
ance. Fresh from the increased medical and surgical knowledge 
that resulted from the Civil War, he saw simple relationships of 
cause and effect—like the one we see today between a cerebral 


*Editorial: Recipe—a complete rest and a change. PSYCHIAT. QuART. SUPPL., 23:1, 
143-148, 1949. 
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lesion and traumatic epilepsy. He noted DaCosta’s work with 
heart patients and reported the finding of “exhausted hearts”— 
but DaCosta’s syndrome under several other names is now uni- 
versally recognized as a psychoneurosis. So Weir Mitchell saw 
nervous system fatigue (that we know now did not exist) and pre- 
scribed the obvious remedy for it—rest and a complete change 
of scene. 

One may well wonder today if this prescription was not sup- 
ported in part by misinterpretation of what was taking place at 
Bath, at Baden-Baden, at Aix-les-Bains and Vichy, and for that 
matter at Saratoga. It was easy to observe that “nervously ex- 
hausted” and simply “nervous patients” were benefited by what 
went on at Bath or Spa or Bad Gastein—and to mistake what went 
on for a “rest cure.” Weir Mitchell’s rest cure—bed rest for pa- 
tients who got tireder the more they rested—was a fashionable 
fad that probably set back the development of American psychia- 
try by a generation. 

The difference between a sea voyage with complete rest, or a 
complete rest anywhere with a change of air and scene, and the 
famous “cure” at a European health resort, is that the “cure” 
does not involve complete rest or anything resembling it. The life 
of the taker of a cure is active. Samuel Pickwick, Esq., G.C.M.P.C. 
(“General Chairman—Member Pickwick Club”) was less than a 
notable athlete; but even his temperate regimen at Bath had little 
resemblance to bed rest. 

“Mr. Pickwick,” says his chronicler, “began to drink the waters 
with the utmost assiduity. Mr. Pickwick took them systematically. 
He drank a quarter of a pint before breakfast, and then walked 
up a hill; and another quarter of a pint after breakfast, and then 
walked down a hill; and after every fresh quarter of a pint, Mr. 
Pickwick declared, in the most solemn and emphatic terms, that 
he felt a great deal better; whereat his friends were very much 
delighted, though they had not been previously aware that there 
was anything the matter with him. 

“The great pump-room is a spacious saloon, ornamented with 
Corinthian pillars, and a music gallery, and a Tompion clock, and 
a statue of Nash, and a golden inscription, to which all the water 
drinkers should attend, for it appeals to them in the cause of a 
deserving charity. There is a large bar with a marble vase, out 
of which the pumper gets the water; and there are a number of 
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yellow-looking tumblers, out of which the company get it; and 
it is a most edifying and satisfactory sight to behold the perse- 
verance and gravity with which they swallow it. There are baths 
near at hand, in which a part of the company wash themselves; 
and a band plays afterwards, to congratulate the remainder on 
their having done so. ... There is an immensity of promenading 
... and a great deal of conversation, and liveliness, and pleasantry. 

“Every morning, the regular water-drinkers, Mr. Pickwick 
among the number, met each other in the pump-room, took their 
quarter of a pint, and walked constitutionally. At the afternoon’s 
promenade, Lord Mutanhed, and the Honourable Mr. Crushton, 
the Dowager Lady Snuphanuph, Mrs. Colonel Wugsby, and all 
the great people, and all the morning water-drinkers, met in grand 
assemblage. After this, they walked out, or drove out, or were 
pushed out in bath chairs, and met one another again. After 
this, the gentlemen went to the reading-rooms and met divisions 
of the mass. After this, they went home. If it were theatre night, 
perhaps they met at the theatre; if it were assembly night, they 
met at the rooms; and if it were neither, they met the next day. 
A very pleasing routine, with perhaps a slight touch of sameness.’””* 

Besides the mineral waters, Mr. Pickwick’s treatment seems to 
have included two—or maybe three, if one includes the occasion 
after the afternoon assemblage—walks a day. And there may have 
been more to it than walking, for Dickens has left his readers to 
wonder, for nearly a century and a quarter now, how Mr. Pickwick 
got down the hill after his before-breakfast walk and up the hill 
after breakfast. At any rate, he had medication, exercise and 
varied group recreational therapy at Bath—although in respect 
to recreation, it must be recorded that Sam Weller’s soirée—the 
“friendly swarry, consisting of a boiled leg of mutton with the 
usual trimmings”—was somewhat livelier than his patron’s visits 
to theatre or assembly. “I wonder,” said Sam, “wot they’d call 
a roast one.” 


Recreational therapy had reached its peak some time before Mr. 
Pickwick’s visit, during the regime of Beau Richard Nash, Master 
of the Ceremonies at Bath, adventurer, gambler, enemy of snob- 
bery, arbiter elegentiae, and quite possibly the most skillful and 
successful promotion man of all history before the present century. 


*Dickens, Charles: The Posthumous Papers of the Pickwick Club. Modern Library. 
New York. 1943. i 
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Edith Sitwell describes a day at Bath in Beau Nash’s time.* The 
visitor rose early and spent the hours from 6 to 9 in the bath, then 
had breakfast, sometimes at a breakfast party with music. A con- 
cert, a lecture or dancing might follow, or attendance at the daily 
service at the Abbey, or a visit to a coffee-house or a bookseller’s, 
with refreshment at a pastry-cook’s shop before dinner at 4 o’clock. 
There was a rest period after dinner, then a visit to the Pump 
Room where the waters were taken internally this time, then tea, 
then, if the day was a Tuesday or a Friday, a ball that was stopped 
promptly by Beau Nash at 11 o’clock. He once sternly refused 
a princess’ plea for “one more dance.” 

With all this, there was medical attention. Miss Sitwell quotes 
Steele to the effect that the doctors were “very numerous but 
very good-natured,” and that they pressed their unsolicited atten- 
tions on him in a fashion a modern nostrum vendor would consider 
unethical. Miss Sitwell quotes a list of the remedies a visitor 
might be pressed to take as including “ ‘Live Hog Lice, ... Red 
Coral, New Gathered Earth Worms, ... Leaves of Gold, Man’s 
bones calcined, ...Goose Dung gathere’d in the Spring Time, 
Dry’d in the Sun, ... and Toads’ and Vipers’ flesh.’ ” 

Patients, or patrons, or visitors to the great health resort in the 
eighteenth century ranged from Queen Anne to the local rural 
gentry, and even to tradesmen’s families; and the great Beau 
saw that there was no snubbing of these humbler folk by the court 
and London society people. Alexander Pope, Oliver Goldsmith, 
Horace Walpole, Lord Chesterfield, John Wesley (on a preaching 
mission), the terrifying Sarah, Duchess of Marlborough, the pious 
and fanatical busybody, Selina, Countess of Huntington, and 
Princess Amelia, daughter of George II, were a few of the visitors. 
The “redoubtable” and “vastly unpopular” princess became the 
Beau’s good friend in spite of his refusal to prolong a dance for 
her. Charles James Fox recuperated from illness at Bath; the 
elder William Pitt, first earl of Chatham went to Bath for treat- 
ment in his final illness, despite a historic quarrel with the corpo- 
ration of Bath he had once represented in Parliament. The Morn- 
ing Herald once suggested that the mad George III be treated at 
Bath; and Richard Brinsley Sheridan was commissioned to make 

*Sitwell, Edith: Bath, Harrison Smith, New York, 1932, 
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the rounds of the London editors and make sure that the offense 
was not repeated.* 

Aside from the neurotic symptom of boredom, it seems doubtful 
if—until recent years—the “waters” were taken at Bath or any 
other resort for treatment of mental or emotional difficulties. 
Chatham’s severe depressive attack occurred after he had first 
left Bath, following the quarrel with the corporation; and far 
less pleasant remedies than “taking the waters” were eventually 
prescribed for George III. According to the practically-omniscient 
Encyclopedia Britamnica, the waters of Bath have therapeutic 
action in cases of rheumatism, gout, paralysis, scaley eruptions, 
some female complaints and old sprains. The iron waters of Spa 
in Belgium, an even more famous eighteenth century health resort 
than Bath, and still one of the most popular in Europe, are par- 
ticularly valuable for anemic conditions. Those of Vichy are 
recommended for catarrh of the stomach, gout, renal and biliary 
calculi, liver complaints and diabetes.** Of well over 100 European 
and American resorts, only three are listed in the encyclopedia 
as having beneficial effects in psychiatric conditions. The reliable 
Britannica notes that the waters are prescribed at Evian, on the 
Lake of Geneva, for nervous cases, dyspepsia and urinary affec- 
tions; and at Schlangenbad in western Germany for nervous cases, 
female disorders and skin affections. The water at Gastein, 
Austria, is said to be prescribed for gout and rheumatism, and 
the encylopedia adds that it “soothes the nervous system.” 

Besides the “nervous conditions,” the somatic disorders for 
which the waters of Evian, Schlangenbad and Gastein are recom- 
mended include conditions that any psychiatrist would regard as 
highly suspect; and so are some of the disorders treated at Bath 
and Spa. The list that has been noted here of eighteenth century 
visitors to Bath includes well-known examples of neurosis and 
even one of psychosis; Miss Sitwell’s fascinating book supplies 
many more, as well as a chronicle of neurotic behavior involving 
numerous aristocratic sojourners, besides the admirable Beau 
Nash himself. 

The implications, however, are generally unrecognized. To re- 
sort again to the excellent Britannica, it contains a short but in- 


*Guttmacher, Manfred 8.: America’s Last King. Scribner’s. New York. 1941. 

**For a fascinating view of modern Vichy, see “Hepatic Haven,” a four-paragraph 
article with some four pages of attention-arresting photographs in the pictorial sec- 
tion of the August 1958 issue of MD. (MD. 2:8. 29-33, August 1958.) 
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formative article on balneotherapeutics—defined as “medical treat- 
ment by internal and external use of mineral waters.” (The medical 
and general dictionaries are less specific, simply specifying treat- 
ment by baths.) The encyclopedia goes on to say: “Diseases of 
the nervous system are on the whole treated by these means with 
small success. Mental diseases other than very mild cases of 
depression should be considered inapplicable. Neurasthenics are 
sometimes treated at chalybeate or thermal muriated saline spas; 
but such treatment is entirely secondary to the general manage- 
ment of the case.” 


The impression the always-suspicious mental specialist gets 
from a casual survey of the history of European and American 
spas is that persons with mild, and sometimes not so mild, mental 
disorder have been thronging to them for centuries, unrecognized, 
and that probably some of them have improved. Yet the waters 
of only three European resorts are in the encyclopedia’s list of 
those recommended for “nervous” afflictions. To these should be 
added our own 122 Saratoga Springs, famous since the Iroquois 
carried the ailing Sir William Johnson there for treatment in 1767, 
which have been recommended—if not by psychiatrists—for the 
treatment of neuroses. And the records of the Continental spas, 
if inspected, would certainly reveal the visits of at least as many 
highly suspicious characters as ever tarried at Bath. In June 1864, 
for example, Ludwig II of Bavaria entertained the Czar of Russia 
and the Emperor of Austria at Bad Kissingen;* Ludwig never 
behaved normally and died violently psychotic; and as to the ezar 
and the emperor, it is permitted to have at least mild mental 
reservations. 


The psychiatrist may speculate, however, that the advocates of 
the spas as health resorts have all missed the point, including and 
in particular, the resorts that believe their waters are beneficial 
in the neuroses. The point, it may be submitted, is Luftverande- 
rung. Luftverdnderung is literally a change of air; but the word 
serves as a figure of speech for all that a change of air implies. 
It means a change of surroundings, a change in associates, a 
change in the type of physical, intellectual and emotional atmos- 
phere. 

Just any change of air won’t do. Bath in England has no build- 
ing which can boast, “Queen Elizabeth slept here.” No such boast 

*Ritcher, Werner: The Mad Monarch, Regnery. Chicago. 1954, 











150 EDITORIAL COMMENT 


can be made because the change from country air to Bath air 
was, in Elizabeth’s time, the wrong change of air. Bath, in fact, 
stank. Elizabeth drove over to Bath when she was visiting Sir 
John Harington at Kelston, and promptly drove beck again.* 
What she had to say is not recorded; but Sir John who, as read- 
ers of this journal may recall,** was one of the greatest author- 
ities in world history on the subject of stinking and what to do 
about it, notes the result. Bath had had its “sewer” in “an ill 
place”; it solved the problem by having “not any at all.” And 
Sir John, notable inventor that he was, could hardly have offered 
much help. He could not, for instance, have devised an improved 
“Jakes,” big enough to flush an entire city. 


The air of Bath in Good Queen Bess’ day was certainly nothing 
to seek, even for a change. It took a century and the chance arrival 
of a great man—for there is no doubt that Richard Nash was a 
great man, in spite of a title that is no compliment in our day, 
although it was in his—to make Bath air acceptable to anybody 
but inured inhabitants. If the great Queen Elizabeth never stayed 
in Bath, fat Queen Anne did; and, although she had other good 
reason for complaint about the place, there is no record that she 
objected to the atmosphere. 


The air of the great spas, particularly of those in the mountains, 
has been purified long since; and the physician who prescribes 
LIuftveranderumg is thinking of a literal change to clean outdoor 
air, as well as of all the things implied by it. He is actually 
ordering, not psychotherapy or any other usual psychiatric pre- 
scription; he is practising, not ordinary psychiatry, but one of 
the standard techniques of orthopsychiatry: manipulation of the 
environment, including persons as well as objects, for therapeutic 
purposes. 

The really surprising thing about this is, not that it frequently 
works, but that it is so seldom recognized for what it is, and that 
it is likely to be sneered at by the psychologically sophisticated 
when it is recognized. The harassed Park Avenue practitioner 
who advises a wealthy woman patient to take a vacation in Florida, 
Nassau or Bermuda is not always prescribing a placebo for a 
hypochondriac or a rest for a neurasthenic. He may possibly be 
treating—perhaps not entirely knowingly and perhaps somewhat 

*Sitwell, Edith: Op. cit. 

**Editorial: In Laude Latrinae. PSYCHIAT. QuART. SUPPL., 31:1, 157-178, 1957. 
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primitively—what some psychiatrists call a situation-neurosis; 
and he may be treating it by the best means at hand, for, fre- 
quently, the best means to treat a situation-neurosis is to change 
the situation. 


This is all, of course, as Dr. Watson might tell Holmes for a 
change, “Elementary, my dear Sherlock.” It is so elementary 
that text and teaching pay little attention to it—yet it concerns 
such a tremendous total of trivial ills as to add up to a very large 
mass of human misery. The situation-neurosis is, like many other 
things in psychiatry, not precisely what it seems. It is not a neu- 
rosis caused by a situation, but is (usually mild) abnormal be- 
havior brought out, or precipitated, by a situation. Almost every- 
body with in-law trouble or kinfolk trouble, or office or workshop 
trouble has at least a symptom or two of situation-neurosis. Such 
symptoms may be headaches on week-ends, nightmares of being 
fired, insomnia, tantrums, outbursts of hysterics, anorexia, diar- 
rhea, “restlessness,” a feeling of “What’s the use?” or persistent 
inappropriate behavior. If the situation can be changed before 
the symptom-pattern is fixed, no neurosis will be cured, but the 
symptoms will sometimes disappear. 


The psychiatrist sometimes sees this mechanism even in the 
serious case of a situation-aggravated, or situation-precipitated, 
psychosis. The patient, in such case, may improve immediately 
and dramatically on admission to the hospital—only to relapse 
immediately if somebody misinterprets what has happened and 
releases him to the situation that was unbearable in the first in- 
stance. The experienced psychiatrist does what he can, perhaps 
even to the extent of psychotherapy with relatives, to see that 
the patient—when a real remission is finally achieved—is not re- 
turned to a situation that has been too much for him. 

This is a matter of course, a matter of routine; the therapist 
may hardly be aware he is doing it; he may devote little thought 
to it; he may not take the trouble to justify it, explain or teach 
it. The social worker, whose daily work includes efforts to improve 
the patient’s environment, may be more conscious of what is done 
and of what it accomplishes than is the doctor. 

There is no call to exaggerate the importance or the amount 
of this perhaps primitive therapy; but psychiatry practises it in 
serious cases; and psychiatry has no call to feel superior when a 
general practitioner (whether knowingly or not) does exactly the 
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same thing in cases of comparatively minor disorders. And that 
is what the general practitioner does when he advises, “Florida,” 
or, if the practitioner is a European, advises taking the cure at 
one of the famous watering places. 


The inspiration for this saunter through history, myth, sociol- 
ogy, high society, gossip, neuropsychiatry, fiction, travel, sani- 
tation and orthopsychiatry is derived from reflections on the pres- 
ent state of “the cure,” as prescribed and carried out in Europe. 
The reflections derive in turn from private correspondence with 
a colleague in quite another field who writes vividly and with in- 
sight on some recent contacts with the spas. He tells of their 
routine and their rationale. 


He remarks, as has already been set forth here, that Lufiver- 
dnderung means—particularly to a German—not only a change 
of air and surroundings, “but also a change from the monotonous 
daily grind and routine.” It is prescribed for the person who in 
non-psychiatric terms is a worrier who has lost Lebenslust or his 
joy in living. “Since there is no physical ailment, many doctors 
in Europe believe in sending patients of that sort to take a cure 
(eme Kur mitmachen). After careful physical check-up, a sym- 
pathetic doctor will tell a patient he must unharness (auspannen). 
He should rid himself of tight city clothing and go to some resort. 

“Usually a complete and detailed list of instructions is given 
to the patient as to how many baths he should take, when to get 
up in the morning, how much water he should drink, and so on. 
The patient now feels that he is under doctor’s care and that 
someone is taking an interest in him. He will joyfully walk for 
miles to a murmuring brook and dip his feet in it for 10 minutes. 
He will walk barefooted on dew-covered grass at 5 o’clock in the 
morning to take his morning bath. After this early-morning exer- 
cise, he is ordered to go back to bed for two hours, after which 
he is allowed to smoke a single cigarette, his first one of the day.” 
It should be emphasized that this is no Weir Mitchell type “com- 
plete rest and change.” It is regulated activity and change. 

The visitor taking the cure is never called a patient; he is a 
cure-guest (ein Kurgast). The baths, the knowledge that one is 
under medical care, the healthful routine, and, above all, the 
change of air and surroundings, are all instruments in the gradual 
return of the visitor to a healthier way of living. All his recrea- 
tional activities—unlike those of Mr. Pickwick and his friends, 
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and those of society visitors to Beau Nash’s Bath—are usually 
prescribed by a doctor. The Kurgast is kept healthfully on the go. 
The cure is no rest cure; it emphasizes activity; the patient goes 
to bed tired, gets up refreshed. Imperceptibly, he loses minor 
neurotic symptoms. No psychiatrist will ascribe the recovery to 
mineral water—either inside or out. But most psychiatrists will 
concede a role to the prescription, in the tradition of orthopsy- 
chiatry, of a change of air and scene. The impressions of a lady 
who recently visited Bad Gastein are worth recording: beautiful 
snow-covered mountains, pure air, walks in the pine forest, birds 
singing, cows with bells hung to their necks ambling through the 
village, sunrise reflecting on the snow-covered mountain peaks, 
interesting new friends, individual attention—somebody remarked 
it was a picture of a stay in a fairy-tale village. 

The American watering places seldom offer such a fairy-tale 
atmosphere; though some of them are beauty spots. There are 
great stretches of cool, green lawn, majestic shade trees, and 
cheerfully chattering and acrobatic squirrels in the deep summer 
at Saratoga; and there are pleasant landscapes and sumptuous 
living quarters at other health resorts. If they are not all equipped 
with Alpine views, they all do provide what the orthopsychiatrist 
will regard as the heart of the cure, a change of air and scene. 
Their lack—when it comes to the “cure”—is of the medical care 
that is indicated for mental and emotional disorders. Psychiatric 
disorders call for psychiatric attention. 

But there is an application of the example of the cure to an 
area in psychiatry where psychiatry has never made the most of it. 
It is in the change of air, activity and scene. Earlier in this dis- 
cussion it was remarked that the hospital itself was often a thera- 
peutic agent, and that even the psychotic patient, relieved of ag- 
gravating environmental stresses on admission, might show im- 
provement immediately. It is a beneficial phenomenon that the 
hospitals have been slow, and the public slower, to appreciate. 
Yet it is a powerful reason for retention—and improvement—of 
today’s mental hospital systems; and it ought to be made clear, 
emphatically. 

The patient himself, surprisingly enough, often has some under- 
standing, or even insight, in this situation. Pilgrim State Hos- 
pital is a modern, well-maintained New York institution, located 
in attractive countryside on Long Island within easy traveling- 
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distance from New York City. It receives many patients from 
New York City, and a situation that ought to be mentioned used 
to recur there with some regularity. A newly-admitted patient 
would often report that his doctor at Bellevue had asked him if 
he would not like to convalesce or recuperate in the country. Belle- 
vue has a large psychiatric division, but it is part of a huge, con- 
ventional, general hospital. It is in the midst of the noise of 
traffic; it is surrounded by city residential and commercial struc- 
tures; it is served by rushing and clanging ambulances, rushing 
interns and rushing nurses. It is constantly receiving emergency 
medical, surgical and psychiatric cases. The environment, to sum- 
marize, is bustling, big-city environment. 

To go to Bellevue is, for the average New Yorker, no change 
of air at all and very little change of scene. It is the same environ- 
ment one experiences in a hundred different New York living 
areas, more hurried perhaps and much louder, without being a bit 
funnier. The mental patient—who is always trying to get away 
from something—has not gotten away from his surroundings; the 
environment that is symbolic of his difficulties is still with him. 
No wonder he welcomes the chance of country convalescence. 

The general and medical ethics of this situation are not under 
debate here, though the inquiring doctor might defend his picture 
of a “trip to the country” as the literal truth, and his reference 
to “convalescing” as representing a hopeful prognosis. The fact 
is that the patient is likely to approve of the change—at least 
until he finds himself on the admission ward of a state hospital. 

Another fact is that the patient’s understanding, or instinct, 
or feeling in this situation comes reasonably close to insight. The 
environment where one has broken down may have precipitated, 
or contributed to, the breakdown, or it may simply be so identified 
with the breakdown that it becomes symbolic of it. To change it 
when possible is not only common sense, it is medically indicated. 

The public mental hospital cannot offer the social activities, the 
cuisine, or the scenery of a European spa. It can seldom even 
offer anything as diverting as the squirrels of Saratoga. It is 
often susceptible to improvement in a discouragingly long list of 
items—location, size, administration, treatment, food, personnel, 
to make a beginning. But it does offer things that would be pain- 
fully lacking in suggested substitute facilities. And Luftveran- 
derung is one of those important things that it does offer. 
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One may feel constrained to ask pointedly: How much Luftver- 
anderung is provided in the average psychiatric section of a gen- 
eral hospital? How pure the air, how uplifting the view, how 
pleasurable the recreation and how much real living space for 
auspannen? Personal experience with patients at well-known clin- 
ics may be cited here. They spent their treatment-free hours pound- 
ing a city’s pavements or bored in a small-town inn. 

The advantages of a progressively-improving mental hospital 
system over the schemes proposed by some of its critics are mat- 
ters worth more detailed and serious consideration than can be 
given here. Luftveranderwng is only one of these advantages; it 
will be discussed further, and some others will be taken up, at 
another time and place. 

The world’s great watering places have not been depicted here 
with any idea that the mental hospitals should be patterned on 
them. It would not be very practical to try to turn Pilgrim State 
Hospital in New York into Bath, Clarks Summit in Pennsylvania 
into Spa, or Stockton in California into Bad Gastein. For the 
most part, we lack, not only the mineral springs, but the scenery, 
the money and the appropriate types of patients to make even 
reasonably inaccurate facsimiles. But there are elements of the 
spa idea that might be imported profitably and therapeutically. 
One of these is Luftveranderung—with selected activities. It may 
not be operative where our institutions are jammed into the con- 
gestion of our cities; but elsewhere, before an official entry has 
been written, before a pill has been passed or a syringe readied, 
before a therapeutic word or phrase has been spoken, therapy 
has begun through Luftveranderung. 
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The Captives of Korea. By W. L. Wuire. 338 pages. Cloth. Scribner’s. 
New York. 1957. Price $4.95. 

This is an important book, written by a well-known journalist, with 
access to official sources. It is called “an unofficial white paper,” and 
gives documentary proofs of the brutal, inhuman, truly barbaric, manner 
in which our prisoners were treated in Korea. The book does not disguise 
the behavior of some American soldiers in prison camp, those who would 
“inform for an egg.” On the other hand, it is stated that starvation in 
prison camps was deliberately brought about by the Communists as a 
preparatory act for indoctrination. 

The book offers little psychological explanation; but for psychiatric 
readers, some facts are of great importance. 

“But what was killing these American teen-agers [in prisoners’ camps]? 
Was it lack of medicines, of morale, or of vitamins? Those who were work- 
ing to save them were only sure of what was happening: ‘At a certain 
point of starvation a boy would complain he was too weak to go out for 
chow. He would lie down, pull a blanket over his head to shut out the 
world, and refuse, first food, even if his buddies brought it (sometimes 
they didn’t bother), then water, and in a few days he would be dead. 
He would usually die in a foetal position—curled up on his side—the 
position of a baby safe in its mother’s womb. This sequence happened so 
often that when we saw the first symptoms, we could predict the end in 
a few days.’ 

“Why were the younger ones giving up? Was it because they had no 
wives and children to live for?” 

As to the “confessions” extracted by their Communists captors, the 
book mentions examples of heroism, and is content with the amazing 
figures : 

“Of the 75,000 UN and South Korean soldiers captured by the Com- 
munist armies more than 60,000 were unaccounted for, but 12,760 were 
allowed to go home and, according to Communist tabulation, only 327 
Koreans, 21 Americans, and one Britain were converted to Communism. 
Now for our side: of the more than 171,000 prisoners we took, only 83,000 
chose to go home. Of these, probably not half were really pro-Communist. 
But an astounding total of 88,000 men who had worn Communist uni- 
forms, with no coaxing from us, refused to go back. It was a situation 
without parallel in human history.” 

A great deal of research work lies ahead, to clarify the psychology of 
“brainwashing”; good attempts have already been made (e.g. Meerloo.). 
White’s important book should be read by every psychiatrist. 
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Portrait of a Man Unknown. By NatHa.ie Sarraurte. 223 pages. Cloth. 
Braziller. New York. 1958. Price $3.50. 

This novel by a French woman carries an introduction by Jean-Paul 
Sartre, attesting to two points: confirmation of what he calls the “in- 
authentic” (a part of his philosophy), and to being a new form of novel, 
called an “anti-novel.” The latter can be confirmed here; the book seems 
foolish, meaningless, and written in an impossible style. The contents touch 
in some vague way on the relation of father and daughter. 

The whole thing could be disregarded, had the book not received favor- 
able reviews in Europe, something explainable by the fact that critics fre- 
quently praise what is incomprehensible to them. Tangential association 
to “big” names could account for its publication here. 


The Personality of the Cat. Branpt AyMar, editor. 341 pages. Cloth. 
Crown. New York. 1958. Price $4.95. 

This is an interesting and amusing book for anybody who is fond of 
eats. There is practical psychological value, as well, in it. 

Relatively little of the literature of comparative psychology deals 
with the emotions in animals. Most of the stories in this book—including 
true ones as well as fiction—do deal with emotion and feeling. Some, of 
course, reflect the cat’s feelings as imagined by the human narrator, but 
a number appear to be reasonably objective. The psychologist should find 
the same sort of material in this that he might find in a comparable collec- 
tion of dog stories—with the possible qualification that there may be more 
objectivity in this collection than in the usual dog story. 


Crime and Insanity. Ricuarp W. Nick, editor. 280 pages, including in- 
dex. Cloth. Philosophical Library. New York. 1958. Price $6.00. 


Crime and Insanity is a “symposium” of very unéven quality, covering 
chiefly the problem of the legal responsibility of the mentally deranged 
and the century-old debate over the McNaghten Rule. There is a very fine 
chapter, “From McNaghten to Durham and Beyond,” by Simon E. Sobel- 
off, which originally appeared in THe PsycHiaATric QuARTERLY, but not all 
the articles reach this standard. A useful chapter for reference is con- 
tributed by William H. Haines, M.D., and John Zeidler, P.S.W., compar- 
ing the laws governing the insanity defense in many of the states. In an 
appendix, there is a not too successful attempt to survey the opinions of 
mental health officials, penologists and jurists as to whether they find the 
laws satisfactory in their own states. The book falls short of being the 
comprehensive and authoritative text and reference work that is badly 
needed for an intelligent survey of this field. 
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Orthopsychiatry in the School. Morris Krugman, Ph.D., editor. 265 
pages. Cloth. American Orthopsychiatrie Association. New York. 1958. 
Price $4.00. 

Once more a pioneering work comes from the American Orthopsychiatric 
Association. Interdisciplinary rivalries are further broken down by a 
publication of this caliber. The fields of psychiatry, social work, psychol- 
ogy, and education are ably represented. Five divisions comprise this book. 
They are entitled : “Part one, Orthopsychiatry’s Help to Education” ; “Part 
two, Orthopsychiatry in Problems of Learning”; “Part three, Orthopsy- 
chiatry in School Mental Health”; “Part four, Teacher Education in 
Mental Health”; and “Part five, Orthopsychiatry in Adolescent Problems.” 

Edueators, as well as psychiatric personnel, will gain much from these 
articles on the psychiatrist in the school. Included, are discussions of 
psychotherapy and treatment of the family in the school setting. Stress 
is laid on the importance of early recognition of the emotionally disturbed 
child in his school life. The adolescent’s problems are given special recog- 
nition in a series of five articles. 

This work is noteworthy, not for the fact that it is fully definitive, but 
for the fact that it is written. Communication is always necessary for 
good interprofessional relationships, and the reviewer hopes that this book 
will mark the furtherance of understanding among the various disciplines 
represented. The work is to be complimented in that its contents are under- 
standable at any level of sophistication within each of the professional 
disciplines. 


Social Casework: A Problem-Solving Process. By HELEN Harris 
PERLMAN. 237 pages. Cloth. University of Chicago Press. 1957. Price 
$5.00. 

This book successfully presents the constant elements of the casework 
process in a structured manner. The problem-solving technique describes, 
in detail and balance, the components of the casework situation, which 
are the person, the problem, the place, and the relationship between these 
and the caseworker. The author then views these in a cross section, deals 
with content and methods used in the beginning phases, and demonstrates 
these phases with case material. The book indicates clear understanding 
and awareness of the concepts of casework and the underlying dynamics. 

The material is presented in a simple, interesting, and well-organized 
manner. It is written with confidence, understanding, depth and sincerity. 
The book is easily read, and the terminology is precise, well-defined and 
clear. It demonstrates the ability to present elements of the casework 
process within a given framework. It is highly recommended for grad- 
uate students in social work, teachers, practitioners, and workers in the 
field in general. 
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The Longest Way Round. By Burt Cote. 278 pages. Cloth. Macmillan. 
New York. 1958. Price $3.95. 

This novel can be subdivided in two parts. One describes the misery 
of everyday life in “modern” Spain, and is interesting. The second part 
deals with the psychological transformation of a young neurotic American 
into a feeling human being, a transformation allegedly achieved by love. 
This part of the book seems naive, even silly in spots. 


Brave New World Revisited. By A.pous Hux.ey. 147 pages. Cloth. 
Harper. New York. 1958. Price $3.00. 

Aldous Huxley is an authority on the dangers of scientific regimenta- 
tion by virtue of having written what he calls a fable, Brave New World. 
His present book is not a novel but a commentary, in the light of a further 
quarter of a century, on the validity of that fictional prophecy: Huxley 
is less optimistic—if the word can be used at all—than in 1932. He thinks 
that events are moving much faster toward the situation he foresaw than 
he believed at that time. He also thinks that if atomie war is avoided, the 
unpleasant new world of scientific achievement will be more like his own 
version than like Orwell’s prediction of dictatorship in 1984. 

This is a thought-provoking book for any social scientist and it has 
an important chapter on education for freedom. If we cannot educate for 
freedom, we may expect one or the other nightmare, Orwell’s or Huxley’s. 


The Gentle Art of Mathematics. By DAN Prpor. 143 pages including 
index. Cloth. Maemillan. New York. 1959. Price $3.50. 

This reviewer has long had a friendly interest in works adapted to 
acquaint the medical scientist with a little more mathematics. He feels that 
most psychiatrists, in particular, could use a closer acquaintanceship with 
both the theory of mathematics and certain of its applications. 

Some of the content of this book, which ranges from mathematical games 
to symbolic logic, is very well adapted for this purpose. The book is, how- 
ever, not so simple as it might be. Its purport is hardly apparent at a 
glance to persons whose mathematics stopped at trigonometry. Further- 
more, there are some rather doubtful conclusions. Professor Pedoe, for 
example, criticizes the mathematics of the Rhine ESP experiments on 
grounds which suggest misunderstanding of Rhine’s reports. The reviewer 
has also goggled considerably over the author’s explanation, on the second 
page of his text, of the meaning of 10’. He says: “... the index 2 is used 
to show that 10 is multiplied by itself twice.” The Italic type is the re- 
viewer’s; the mathematics is not, 
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Social Psychiatry in Action. By Harry A. Wivmer, M.D., Ph.D. 373 
pages including index. Cloth. Thomas. Springfield, Ill. 1958. Price 
$8.75. 


This book is a report by Dr. Wilmer on the program at the U. S. Naval 
Hospital, Oakland, California, during the 10-month period in 1955-56 
that he was in charge of the psychiatric admission ward. His program is 
not new, and many of the ideas were borrowed from his observations of 
English hospitals as he frankly admits. No doubt, however, the success 
of the program was a result of Wilmer’s leadership, dedication and in- 
spiration. 

After a brief chapter which discusses the problem of patient manage- 
ment, Wilmer goes on to describe the Oakland admission ward, the 
staff and their roles. There is a chapter on the use, in the Oakland hospital 
program, of barbiturates and “tranquilizing” drugs. Wilmer observed 
“that the determining factor in their use is the staff’s capacity to tolerate 
their own anxiety.” “They were of benefit in controlling motor behavior 
or in changing types of motor behavior which prevented socialization 
between patients and between patients and staff. Thus they were a valu- 
able adjunct to the major therapy.” 


A chapter on the seclusion room comes next. Not one of the 939 pa- 
tients admitted during Wilmer’s tenure was placed in seclusion. The rea- 
sons for not using seclusion and the way disturbed patients were handled 
without it are described. 


The remaining four chapters describe the community meetings which 
were held six mornings a week. The ward staff and the patients were 
present at these meetings. Many of the meetings were tape-recorded and 
excerpts are given. Many of the techniques that Wilmer used to handle 
hostility, delusions, silence and resistances are described. 

There is an excellent bibliography. There is an evaluation of the pro- 
gram by prominent visiting consultants in the appendix. 


The Female Offender. By Carsar Lomsroso. 313 pages. Cloth. Philo- 
sophical Library. New York. 1958. Price $4.75. 

Lombroso’s book, now a hundred years old, has as its centilal idea 
the “born criminal” plus cranial anthropometry, and has chiefly historical 
interest today. Curiously enough, it is re-issued with the intent “to coun- 
terbalance the mainly analytical and psychologically dynamic hypotheses 
of today” (Introduction, by F. I. Pirone, M.D.). Besides its historic in- 
terest, some interesting cases are included. The century’s progress in 
criminology can be seen in the naive way Lombroso describes the “revela- 
tion of crime’”—what today would be described as the result of inner guilt 
is presented as “contradictory circumstance.” ’ 
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You Still Have Your Head. By Franz ScHOENBERNER. 247 pages. 
Cloth. Maemillan. New York. 1957. Price $4.00. 


The author, a German intellectual who was once editor of the famous 
satirical-political weekly, Simplicissimus, has a distinguished anti-Hitler 
record, and two books to his credit, Confessions of a European Intellectual 
and The Inside Story of an Outsider. 

This brilliant man became the victim of an attack by an apparently 
homosexual boy, one of his neighbors, (who was living a “familly life” 
with another) when the author requested that the radio be turned down 
at midnight. He was hit with a blackjack, and a vertebra was broken, 
with resulting paralysis. The book describes the victim’s thoughts during 
18 weeks in the hospital. He does not seem to be aware that these thoughts 
represent only one great self-justification. An intellectual of great erudi- 
tion, he adduces a whole galaxy of witnesses: from Archimedes to Winck- 
elmann, from Heine to Job and Socrates. The purpose is to prove that 
he himself did not unconsciously provoke his own injury. 


He comes reluctantly very close to what the reviewer would consider 
to be the facts, only to deny these very facts immediately: “The writer 
himself had never suffered from such masochistic tendencies.” What is 
not mentioned is that he must have known something of the vicious atti- 
tudes of drunken homosexuals. Finally, after long discussions with him- 
self, the author states: “He [the writer] could get along without really 
finding out whether his own unconscious or any other power had willed 
and caused his present condition.”’ At another point, this reason is adduced : 
“For any normal person the idea of being victimized by the inscrutable 
nefarious whim of his own unconscious was certainly much less tolerable 
and acceptable than the age-old belief that his misfortune had been 
ordained by the inscrutable will of God, of any god, or of Fate, which 
under the name of the goddess Ananke—Necessity—ruled over Zeus and 
all the other deities of the Greek Olympus.” The author’s attitude toward 
dynamic psychiatry is ambivalent; he admires Freud personally, but is 
full of scorn for many of his pupils, using the convenient excuse that 
there are many unauthorized fakers. 


The National Association for the Advancement of Colored People: 
A Case Study in Pressure Groups. By WARREN D. St. James, Ph.D. 
252 pages. Cloth. Exposition. New York. 1958. Price $4.00. 

The author has made a study of the NAACP from its organization to 
the present time. The strengths and weaknesses of the organization from 
the administrative viewpoint are brought out, and the objectives, and 
methods of obtaining them, explained. The author, a member and staunch 
supporter of NAACP, believes “The story of the NAACP may be sum- 
marized as a story of leadership for the American Negro.” 
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Case for the Defence. By Mary Firr. 224 pages. Cloth. Macdonald. 
British Book Centre. New York. London. 1958. Price $3.25. 
Mary Fitt writes fast-paced mystery novels. The plot of this one is 
original, and the author has succeeded in constructing, not only an ex- 
cellent story of character and incident, but an intriguing psychological 
problem as well. It is her best novel to date. 


The Falcon’s Shadow. By Wiuu1amM Dv Bors. 252 pages. Cloth. Put- 
nam’s. New York. 1958. Price $3.75. 

With a fine idea for a plot, a Broadway play in the making, the author 
has done a poor job. The writing is so confused and “cluttered” that it 
is difficult to follow the narrative. The characters simply do not come alive, 
but remain so many puppets on strings. The reviewer would advise 
skipping this one. 


The Mind of the Murderer. By W. Linpgsay Nevustatter, M.D., B.Sc., 
M.R.C.P. 232 pages. Cloth. Philosophical Library. New York. 1957. 
Price $6.00. 

This is a book written by an experienced psychiatrist primarily for lay- 
men. Sixteen cases are discussed, with particular relationship to criminal 
responsibility, especially regarding a proposed homicide bill for England, 
Scotland and Wales. The author presents a cross-section of the different 
types of murderers, considering them according to the types of psycho- 
logical disorders and personality defects which they show. The concept 
of diminished responsibility is discussed at some length. This book should 
prove interesting reading for psychiatrists and others dealing with crim- 
inals and the question of capital punishment. 


Trends in Gerontology. By NatHan W. Suock. VIII and 214 pages. 
Cloth. Stanford University Press. Stanford, Calif. 1957. Price $4.50. 

When one thinks of the young science dealing with the problems of aging, 
one immediately associates with it the name of Nathan W. Shock, chief of 
the geronotology branch of the National Health Institute and the Balti- 
more city hospitals. This is the author’s second edition of Trends in Ger- 
ontology. This book has been completely rewritten, rather than revised. 

The book attempts to show trends in population make-up, in employment 
and retirement. Other subjects considered are the social and economic. 
stresses on our “senior citizens.” Of particular interest, are those chapters 
on the community programs being developed to help these people. 

To the student interested in research, the chapter dealing with this area 
provides some very interesting ideas for further study. A key bibliography 
is also provided; but the interested student is referred to the complete 
bibliography in this area as found in Nathan Shock’s A Classified Bibli- 
ography of Gerontology and Geriatrics. 
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Pillars of Support. By H. Ausrey E.iiorr. 63 pages. Paper. University 
of Texas Printing Division. Austin. 1956. Price 60 cents. 

This 60-page pamphlet dealing with the problem of juvenile delinquency 
is a report by the Hogg Foundation, aiming to contribute to a better under- 
standing of the problem as it occurs in Texas. The book tries to define the 
problem in the light of recent research and to point out the resources and 
services available in the state. It seems to have localized interest. 


Hospital Treatment of Alcoholism. By Ropert S. WALLERSTEIN, M.D. 
VII and 211 pages. Cloth. Basie Books. New York. 1957. Price $5.00. 


This book is a report of research over a period of two and a half years 
by the author and associates at a Veterans Administration hospital in 
Topeka. 

The book seeks to show the relative efficacy of four recognized methods 
of treatment: antabuse therapy, conditioned reflex treatment, group hypno- 
therapy treatment, and milieu therapy. 

At a time when tranquilizing drugs hold the spotlight, a reader’s bias 
about their use may well determine his views of this book since some work- 
ers will feel there is a major omission in the comparative research. The re- 
sults of this inquiry show that patients did better with antabuse than 
any other treatment. The patients on conditioned reflex therapy had the 
poorest results. As with any research report, this study also concludes 
with the well-worn cliche: “Much more extensive research is needed before 
complete knowledge of the treatment of the alcoholic emerges.” 


Woman—The Dominant Sex. By HENprIK bE Leeuw. 240 pages. Cloth. 
Yoseloff. New York. 1957. Price $3.95. 
The author, a Dutch world traveler, tries his hand without success, this 
reviewer feels, on the problem of the modern American woman. He sees 
only the “dominance” of woman, without understanding her ABC’s. 


Public Relations and the Empire State. By Bernarp Rustin. 357 pages 
including index. Cloth. Rutgers. New Brunswick, N. J. 1958. Price 
$7.50. 

Public Relations and the Empire State is a survey—made by a conscien- 
tious teacher of political seience—of New York’s public relations activities 
under the Dewey administration. The civil service worker in New York 
will find that it gives an illuminating picture of the over-all program by 
which his state government is represented to the public. There are some 
omissions and there have been some changes, so Mr. Rubin’s work cannot 
be recommended without reservation for reference purposes. This reviewer 
was disappointed, for example, to note that this journal was not mentioned 
in reporting the activities of the Department of Mental Hygiene. He also 
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notes a number of important changes in the departmental set-up since the 
period covered. The chief value of the book, he thinks, will be in teaching 
both political science and public relations. It provides an excellent model 
for teaching purposes; and, in the teaching situation, questions of complete 
coverage and of coverage strictly up to the minute are not too important. 


Rock of Exile. By D. M. Booy. 196 pages. Cloth. Devin-Adair. New York. 
1958. Price $4.50. 

The “rock of exile” is Tristan Da Cunha, a remote mountain of an island 
in the South Atlantic. Tristan’s inhabitants are descended from British 
sailors stationed there more than 100 years ago to guard against Napoleon’s 
possible escape from St. Helena to the north. There have been additions 
since of Italian, Negro and perhaps other blood. 

The account of the islanders in the present book was written by a British 
serviceman who was stationed there with a radio signal unit during 
World War II. His picture of the isolated and somewhat primitive island 
is as interesting and significant in a different way as are better-known pro- 
fessional studies of the people of Pitcairn Island. Though written more as 
a travel book than as a sociological study, it contains most of the material 
necessary for the latter. Anybody interested in the contrast between 
present-day society and that of a century or more ago should profit from 
reading this book. As a postscript to the review, the reviewer may be old- 
fashioned but he wishes the author were not a member of the kiss-and- 
tell school. 


Culture and Mental Disorders. A Comparative Study of the Hutter- 
ites and Other Populations. By JosepH W. Eaton, Ph.D., and RoBert 
J. Wem, M.D. 254 pages. Cloth. Free Press. Glencoe, Ill. 1955. Price 
$4.00. 

In Culture and Mental Disorders, by Joseph W. Eaton in collaboration 
with Robert J. Weil, a comparative study of the Hutterites and other 
populations is scientifically and statistically made from the angle of a 
sociologist and a psychiatrist. In his foreword, Karl Menninger rightly in- 
dicates that the authors modestly submit that “Culture does seem to have 
a major influence in shaping personality...” However, again in Menn- 
inger’s words, “this is a hypothesis to be tested by further research.” 

Drs. Eaton and Weil have produced a carefully documented study of 
an extraordinary people, who number nearly 9,000, scattered over North 
America, and who maintain a common and rather unusual ideology which 
they translate into a way of life. This book points up the fact that 
they are a highly civilized, very industrious, productive, and intelligent 
Christian group, who are in many ways like most of us, but who addi- 
tionally, because of their way of life, have, strangly enough, a consider- 
ably lower expectancy of mental illness. 
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It is to the credit of the Hutterites that they were willing to discuss 
their way of life, their viewpoints, their ethics, their culture, their sex 
life, and their mental functioning with the authors and their staff. Obvi- 
ously, the authors themselves maintained a broad humanitarian approach. 

Culture and Mental Disorders forcefully indicates that ideal cultures 
may possibly make psychic disturbances relatively rare, or, at least, that 
man may look forward to the day when social settings of a more natural 
and normal type may serve to alleviate some of the symptoms of mental 


pathology. 


Personality in Young Children. By Lois Barcuay Murpny and asso- 
ciates. Two Volumes. XIX and 423 pages and XI and 267 pages. 
Cloth. Basie Books. New York. 1956. Price $10.00. 


Volume one of this set deals with the various projective techniques 
that may be used by the researcher for evaluation of personality before 
the development of enough linguistic ability to express the emotions. 
Among the methods used are miniature life-toys, with which the child 
can give expression to his feelings by setting up play situations, and 
plastic substances, dough and cold cream, which allow the child to stimu- 
late his tactile sensations. 

By means of these and many other techniques it was possible to gain 
insight into the feelings of children, though it was not possible in many 
cases to infer objective experiences from the records. No evaluations 
were found to be valid from test results alone, as the mechanisms back 
of the children’s drives could be many and varied. 

For example: a depiction of a spanking when playing with the toys 
could stem from a remembrance of a spanking, or from a feeling of guilt 
and desire for a spanking; or could be a copy of other children’s play. 


Effects of Social and Cultural Systems in Reactions to Stress. By 
Wiiu1am Cavupiu. 34 pages. Paper. Social Scierice Research Council. 
New York. 1958. Price 50 cents. 


This is actually a brief essay based upon a “memorandum” the author 
was commissioned to write for the Committee on Preventive Medicine and 
Social Science Research. The essential goal of the memorandum, and 
thus of this expanded version, was the delineation of social and cultural 
variables that give rise to stress, on both the individual and the social 
levels of behavior. It was hoped that such an analysis would aid in the 
crystallization of explicit research in this important, but formidable, area. 
The brevity of the paper is such that the major classes of possibly stressful 
social variables are but lightly sketched, with an occasional illustrative 
study alluded to. However, it does provide a quick overview of the general 
problem. 
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The second volume of this work is concerned with a detailed study of 
Colin, a normal child. 

By means of this study the author hopes to increase understanding of 
the functioning and the “trials and tribulations” of the pre-school child. 
This book will be found valuable by psychiatrists, clinical psychologists 
and all others interested in the dynamics of child development. 


Systematic Sociology. By Kari MANNHEIM. 169 pages. Cloth. Philo- 
sophical Library. New York. 1957. Price $6.00. 

This brief volume is a further publication of the work of Karl Mann- 
heim, one of the more significant of writers in the area of sociological anal- 
ysis, in the era marked by the two great wars. The writings collected this 
time consist primarily of lectures Mannheim delivered in London; the bulk 
were originally prepared in 1934 and 1935, the rest during the war years. 

Four principal topics occupy these writings. The first set is essentially 
psychological, with Mannheim outlining the psychological characteristics 
of man that he feels will be most significant for the task of sociological 
analysis. Here the emphasis is somewhat eclectic, though with Freudian 
and Gestalt concepts predominating. The synthesis that he attempts, 
while outdated now, is of interest historically. The second and third 
sets of lectures are concerned more properly with sociological topics; 
the fourth with variables that promote social stability or lead to social 
change. Although the primary interest that these lectures will hold for 
the average reader will be historical, the view they give of a richly imagin- 
ative, analytic mind should be a rewarding experience in itself. 


Can People Learn To Learn? How to Know Each Other. By Brock 
CHISHOLM. 1438 pages. Cloth. Harper. New York. 1958. Price $3.00. 

This is an outline by a Canadian psychiatrist, with a distinguished World 
War II record, and service for the government of Canada and as director 
general of the World Health Organization, of what can be done in the way 
of educating the world’s children for world citizenship and for world peace. 
He thinks the process of extending freedom to think, of conquering anxiety 
and aggression, of solving population problems and of teaching the nations 
to understand each other is no easy one. But he appears to believe that 
the objective can be reached. 

His final chapter gives a brief outline of what he thinks every child in 
the world needs to learn by the age of 15 or 16. He would have him study 
reality, time, space and the universe, life and evolution, and mental and 
emotional behavior. He would have him study comparative religions from 
animism to Marxism-Leninism. He would have him study social develop- 
ment from the family to the United Nations, and would include study of 
economics. He would not necessarily teach these things in detail but would 
bring them “out of the field of taboo.” 
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The author sees risks ahead, but concludes with this final cautious sen- 
tence: “Some of the newly free, and perhaps enough, may dare to pro- 
claim, and live, the brotherhood of man without coercion. 


The Murder and the Trial. By Encar LusraarTen. 340 pages. Cloth. 
Seribner’s. New York. 1958. Price $5.50. 


A distinguished analyst of murder trials devotes this volume to the dis- 
cussion of 16 famous British trials and one American—that of Lizzie 
Borden. Lustgarten was trained for the law himself and actually practised 
in England for 10 years; he is now a well-known radio and television figure. 
The present book is very easy to read and should be not only entertain- 
ing but of interest to any psychiatrist concerned with forensic medicine. 
It contains material missing from many similar collections, since it covers 
eases in which there were acquittals (as that of Lizzie Borden) as well 
as cases of convictions. 


The Face of the Sun. By H. W. Newton. 208 pages including index. 
Paper. Pelican (Penguin). Baltimore. 1958. Price 85 cents. 

The author of this book is a distinguished British astronomer. It is 
an account of the development of a basic science and its present status. 
The research worker should find it interesting for the light it throws on 
methodology and accomplishments in a field of science from which most 
experimentation is barred. Its subject is strictly confined to the surface 
layers of the sun. 


Physics and Philosophy. The Revolution in Modern Science. By WERNER 
HEISENBERG. 206 pages. Cloth. Harper. New York. 1958. Price $4.00. 


Werner Heisenberg is known to the scientist who is not himself a physi- 
cist as the discoverer of the Heisenberg principle or the uncertainty prin- 
ciple in subatomic physics. In this small, compact and non-mathematical 
volume, he reviews the history and theory of modern physies, explains the 
uneertainty principle, and relates modern physics to language and reality 
and to its role in present-day human thinking. In quantum theory, the 
law of probability takes place beside the law of cause and effect; or, in a 
sense, it displaces the latter. Heisenberg points out that ordinary language. 
and ordinary thought are inadequate to convey the relationship of the par- 
ticles within the atom and that, therefore, the physicist must resort to 
mathematical formulae. Without giving the formulae, he does give specific 
instances and explains in detail with considerable clarity. 

Besides the impact on human thought in general of the new knowledge 
discussed here, the uncertainty theory has been of considerable interest to 
students of the mind as possibly giving some basis for freedom of the will. 
There is interesting discussion of this point in the introduction by Professor 
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F. 8. C. Northrup, who points out that “subatomic phenomena are scien- 
tifically significant in man. To this extent, at least, the causality governing 
him is of the weaker type, and he embodies both mechanical fate and poten- 
tiality. There are scientific reasons for believing that this occurs even in 
heredity. ... Undoubtedly, potentiality and the weaker form of causality 
hold also for countless other characteristics of human beings, particularly 
for those cortical neural phenomena in man that are the epistemic cor- 
relates of directly introspected human ideas and purposes.” The reviewer 
recommends that all interested in this problem expend some study on this 
book. 


Moonlight Murder at Smuttynose. By Lyman V. Rut: Ener. 47 pages. 
Paper. Starr-King Press. Boston. 1958. Price $1.00. 

Moonlight Murder at Smuttynose is a report, written in old-fashioned 
style, of a killing that was once a cause célébre. It is also Book IV of 
the History of the Isles of Shoals. The chronicle is a simple one, written 
with considerable affect, of the murders of two women by a man who was 
certainly psychopathic and may possibly have been psychotic. The story 
starts with the previous history of the victims and proceeds to the slayer’s 
execution. Louis Wagner, the murderer, was hanged on June 25, 1875 in 
a double execution. The man who died with him had attempted suicide, 
and was bleeding to death when he was hanged; and the executions con- 
sequently were the last ever carried out in the state of Maine. 

This small book can be recommended to anybody interested in the psy- 
chology of crime. 


Monkey. By Wu Cu’ENG-EN. 306 pages. Paper. Grove Press. New York. 
1958. Price $1.75. 

This tale from medieval China is compounded of animism, crude polythe- 
ism and Buddhism. Monkey, who started life as a stone ape, ends as an 
immortal sage of a heaven ruled over by the Jade Emperor and inhabited 
by dragons, spirits of the planets, spirits of the winds, Buddhas and as- 
sorted characters including Lao Tzu, the founder of Taoism. As a piece 
of folklore, it is enchanting in spots and bewildering in others because 
of its multitudes of unpredictable supernatural figures. It is a splendid 
example of the way in which the most primitive and most sophisticated 
elements of religion can be stirred into a mixture, with the primitive pre- 
dominating. Perhaps its nearest equivalent in our society would be schizo- 
phrenia. Anybody interested in the primitive mind or in the primitive 
performances of which the modern mind is capable should find this book 
worth reading. 
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The Double Dealers. ALExANpER KLEIN, editor. 381 pages. Cloth. Lip- 
pineott. Philadelphia. 1958. Price $4.95. 

The Double Dealers is an excellently chosen anthology of swindling, spy- 
ing, practical joking and other capers involving the hoax. The articles 
include one on the scientific hoax of Piltdown man, an instance of robbing 
the United States mint, and the story of the 30-year medical and surgical 
career of the faker, “Dr. James H. Philips.” The collection includes some 
fine specimens of human gullibility, depravity and plain high jinks. It is 
highly entertaining as well as useful. 


The Sacred Fire. By B. Z. Go.ppera. 288 pages including index and 
bibliography. Cloth. University Books. New York. 1958. Price $7.50. 
The Sacred Fire is a re-issue of a book first published in 1930 and, says 
the Reverend Charles Francis Potter, writer of the present edition’s in- 
troduction, sold largely as an “under-the-counter” title sinee that time. 
It is a sober, non-technical review of the role of sex in religion, not only 
in ancient and esoteric sex cults, but as reflected in modern worship. 
(This, says Dr. Potter, is why it sold under the counter.) 
The reviewer has long been familiar with it and can recommend it as 
a good discussion and introduction to an important subject. The treat- 
ment is somewhat romantic and is perhaps characterized by unnecessary 
“reverence”; there is nothing pornographic about it. The author does not 
appear to be psychiatrically sophisticated; there is, for example, no 
reference to Freud in his bibliography; but he seems intuitively to under- 
stand the psychodynamies of his subject. The book is smoothly written 
and can be generally recommended to the educated reader. 


Anne Frank—The Diary of a Young Girl. 237 pages. Paper. Pocket 
Books. New York. 1958. Price 35 cents. 

The diary of Anne Frank is a poignant document. As everybody knows, 
it is the simple tale of a prelude to tragedy, the short life of a child 
doomed by the Nazis. The reviewer is glad to call the attention of students 
and professional readers alike to the availability of this book in a low-priced 
edition with paper covers. What it records is something we should not 
forget. 


Paterson, Book Five. By WiuiamM CarLos WiiiaAMs. Unpaged. Cloth. 
New Directions. New York. 1958. Price $3.00. 

Paterson, Book Five is the work at the age of 75 of a distinguished 
American poet. It is a picture of what goes through the human mind in old 
age—reminiscence, random thought, reflection. It runs the gamut from 
literature to sex. The reviewer thinks it will interest any student of psy- 
chology and almost any other cultivated person, which is not to say that 
they or anybody else will understand it completely. 
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Venus de Milo. By Ex:mer G. Sunr. 99 pages including index. Cloth. 
Exposition Press. New York. 1958. Price $4.00. 

Dr. Suhr is a classicist, not an archeologist or an art student. In this 
unusual book he presents his own theory of what the Venus de Milo was 
doing when she lost her arms. He thinks she was spinning. He traces the 
spindle as a fertility symbol into the dim antiquity of Mesopotamia. He 
finds in Sumer a connection between the whirling spindle, the whirling’ 
shadow of the moon in eclipse and the small clay cones (“nails”) found in 
the walls of ancient Sumerian buildings. The reader does not have to 
follow this to appreciate the very impressive argument he makes foi Venus 
de Milo as a spinner. If the spindle and distaff had not practically dis- 
appeared from the western world when the statue was discovered, the 
theory would in all probability have had strong advocates sooner. Even so, 
the belief that the lady of Melos was a spinner has strong archeological 
support—a matter apparently unknown to Dr. Suhr, and certainly un- 
known to the art world and the public in general. Man too readily forgets 
the sources and meanings of his symbols. 


A New Way To Better English. By Rupoir FLEscu. 177 pages includ- 
ing index. Cloth. Harper. New York. 1958. Price $3.00. 

A well-known educator outlines ways for the person who is not a pro- 
fessional writer to improve his writing. He calls principally for simplifica- 
tion of language used. Flesch tells the writer, among other things, to pay 
attention to detail, to study good newspaper writing, and to attempt the 
informality of speech in his own writing. With some qualifications which 
are obvious, this advice applies to the scientific writer as well as to the 
general writer. Many scientific workers who have trouble putting their 
results down on paper could profit from this book. 


How To Be Sexcessful. By Eppm Davis. 148 pages. Cloth. Frederick 
Fell. New York. 1958. Price $1.98. 

Sex humor is of considerable interest—to understate the matter—to any 
student of man or society. This collection, however, hardly repays the 
trouble. The recipe seems to be to “clean up” the wording of a collection 
of smoking-room stories and put them together with as far-fetched puns 
as possible. Except as an example of what publishers must believe the 
unsophisticated prurient will read, it has little psychological interest. 


Never Underestimate the Power of a Woman! Unpaged. Hard 
covers. Dodd, Mead. New York. 1958. Price $2.95. 

This collection of cartoons is amusing and good-natured and is pretty 
good psychology besides. Almost anybody should enjoy them; and, since 
they appeared originally in the Ladies’ Home Journal, they are rsaiciy, 
to offend even aged Aunt Mabel. 
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Introduction to Psychiatric Nursing. By Marion E. KALKMaAN, R.N., 
M.A. XII and 331 pages. Cloth. McGraw-Hill. New York. 1958. Price 
$5.95. 

This is the second edition of a text that first appeared in 1950. The 
changes noted are very extensive, and generally for the better. The organ- 
ization of material seems more logical, and many of the newer develop- 
ments are covered. 

The basic strengths and weaknesses of the first edition remain. The 
vocabulary level is rather high for an “introduction.” Dynamics are covered 
well, and in considerable detail, but this material is not available for easy 
reference. So many “byways” are explored that the instructor, unless very 
careful, may find the student losing the forest for the trees. 

This reviewer believes that the instructor planning on using' this text 
should approach it with caution. On the other hand, the book can be 
enthusiastically recommended as a source of reference reading—contain- 
ing as it does material difficult to duplicate elsewhere. 


The Nursing of Mental Defectives. By CHar.tes H. Haiuas. XII and 
182 pages. Cloth. Williams & Wilkins, Exclusive U. S. Agents. Balti- 
more. 1958. Price $5.00. 

This book, published in England, has definite limitations for use in 
this country. Differences in classification and terminology are frequent. 
The author covers a great deal of ground in rather skimpy fashion. This 
type of handling makes the book far more suitable as a basic text, to be 
used directly by the instructor, than as a reference book. This, of course, 
constitutes no adverse criticism, as such use was the author’s purpose. 
This reviewer feels that a copy of this book would be a welcome addition 
to any nursing library concerned with mental deficiency and mental 
illness, but that the instructor would find it inadequate as a text for 
nursing students in this country. 


Phallic Worship. By Grorce Ry.tey Scorr. 299 pages including index. 
Cloth. Associated Booksellers. Westport, Conn. 1955. Price $10.00. 

This is a first American edition of a volume covering the history and 
present-day practice of phallicism in religion. The author’s thesis is that 
the study of phallicism is the study of religion itself, and this is an 
excellent text from that point of view. It reviews much well-known ma- 
terial and relies heavily on such standard writers as Richard Payne Knight 
and Thomas Inman. Other authorities are as late as the 1940’s. There is 
a useful glossary of gods and goddesses mentioned in the text and there 
are comprehensive chapters on phallicism in India, China and Japan. 
This book should be useful to anybody interested in comparative religion, 
and is worth a place in any social scientist’s library. 
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Person Perception and Interpersonal Behavior. RENATO TAGiuRi and 
Luic1 PETRULLO, editors. 390 pages. Cloth. Stanford University Press. 
Stanford. 1958. Price $7.50. 


Of increasing interest to many behavioral scientists is an attempt to 
build an adequate theory of social or interpersonal behavior. Early at- 
tempts in this area were largely speculative, with few reliable data to 
provide a foundation. Since 1945, however, more careful and thorough 
attention has been given to the role of “other persons” in behavioral de- 
termination, and the characteristics that an individual may attribute to 
other persons. Significantly, as the present work indicates, such studies have 
been marked by a greater emphasis upon experimentation, upon the logic 
of theory construction, and upon statistical evaluation. Until now, there has 
not been any systematic presentation of most of these studies, which have 
remained buried in various journals. Now, a number of interesting! and 
stimulating researches and theoretical formulations are presented in a 
single publication. Twenty-three papers, delivered at a recent symposium 
at Harvard, and representing the views of 26 psychologists, anthropol- 
ogists and sociologists, are included. 


As might be expected, the paucity of empirical data is impressive. 
Much of the content continues to be speculative, analytic and discursive. 
Theories are discussed, criticized and rejected or accepted, typically on 
logical grounds, rather than because of empirical considerations. Much of 
the research reported is based upon questionnaire methods, of which the 
usefulness in establishing sound empirical laws is highly questionable. 
Very few experimental data are produced, with Blake’s contribution one 
interesting exception. The impression gained by the reviewer was of 
the need for less exposition of the complexities of social interaction, and 
for discussion of what other people have thought about the determinants 
of social perception, and the necessity for intensive experimental analysis 
of social perception and similar problems on what initially must be a 
less ambitious level. In this way, some of the simpler laws may be isolated. 


! 


Cat. By Va. Gie.oup. 244 pages. Cloth. Random House. New York. 1957. 
Price $3.50. 


This British novel is paradigmatic for a specific type in contemporary 
literature: An interesting theme is butchered by a psychologically unin- 
formed writer. A husband confronted with his wife’s Lesbianism, “solves” 
the conflict by killing the other woman. The book abounds with absur- 
dities. Not only are both homosexual women incorrectly depicted, but 
active Lesbianism is naively “explained” as masculinity, the latter based 
on thwarted heterosexual love. The reviewer thinks that an elementary 
course in the pertinent psychiatric and psychoanalytic work on Lesbian- 
ism would do both the author and the editor some good. : 

















BOOK REVIEWS 173 


Christianity Among the Religions of the World. By ArNno._p Toyn- 
BEE. 116 pages including index. Cloth. Seribner’s. New York. 1957. 
Price $2.75. 

This book is composed of the Hewett lectures that Dr. Toynbee gave 
in 1955. In the first, he discusses the criteria for comparing religions 
with one another. He comes to the conclusion that “perhaps the attitude 
toward suffering ...does provide criteria for comparing higher religions 
with one another.” He points out that in contrast to most other higher 
religions, with the belief that suffering must be eradicated, the Christian 
religion glorifies suffering as long as it is in the cause of love. 

In the second lecture, the characteristics of the contemporary world 
are outlined; and Christianity’s relation to the Western Civilization that 
is unifying the contemporary world is the topic of the third. As Toynbee 
sees it, Western Civilization is essentially anti-Christian or at least seems 
to favor a rival religion—the worship of collective human power. Be- 
cause this rival religion threatens not only Christianity, but all religions, 
and because it insists that man is the highest spiritual presence in the 
universe, Toynbee feels that Christianity and all higher religions should 
unite to fight the common adversary. Toynbee feels that Christians should 
keep their own convictions but at the same time, recognize that “all the 
higher religions are also revelations of what is true and right.” 

In essence, the main point of the book is that civilization is in grave 
danger because of the worship of man and that all higher religions should 
unite to fight this rival religion so that man’s aim will be to place him- 
self in harmony with God, rather than glorify himself. 


Portrait of a Bad Man. By Tom Tu.ier. 196 pages. Cloth. Rinehart. 
New York. 1956. Price $3.50. 

This book is a biographical sketch, by a journalist who used to be a 
Scotland Yard detective, of a man who would be described unhesitatingly 
by most psychiatrists as a psychopathic personality. 

Robert Chesney killed his mother when she discovered he had forged 
her name, killed his wife and mother-in-law 30 years later, and led a 
fantastic career of international crime, involving smuggling, theft and 
various varieties of violence. He served in the British navy in World 
War II, if not with distinction at least with great flamboyance. He finally 
killed himself. 

Tullet’s account does not deal with motivations, either Chesney’s own 
or those of the women he fascinated, but the outline is intriguing. 


The Mackerel Plaza. By Peter DeVries. 260 pages. Cloth. Little, Brown. 
Boston. 1958. Price $3.75. 

This book is an amusing discussion of the dilemma of the religious 

liberal, and the dilemma in particular created by the personal problems 
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of the minister of a liberal church in a fashionable town in Connecticut. 
Andrew Mackerel wants to remarry after the death of his wife in an acci- 
dent—but is blocked by the efforts of parishioners to make a cult of her 
memory. The character drawing is sketchy but accurate and the psychol- 
ogy is surprisingly plausible for a work of light fiction. Most social science 
workers who have liberal turns of mind should be entertained by it. 


Inner Liberty. By PrTer Viereck. 24 pages. Paper. Pendle Hill Pam- 
phlets. Wallingford, Pa. 1957. Price 35 cents. 

This is a very short pamphlet on the theme of Viereck’s book, The Un- 
adjusted Man. It is a summary and a condensation of the case against the 
cult of adjustment. By adjustment, Viereck means conformity, not the 
sort of adjustment that psychiatry aims to bring about for the mentally 
ill individual. But because the word is the same and the aims often con- 
fused, this booklet is to be recommended highly to the student of psy- 
chiatry and related social science disciplines. 


Sexual Misbehavior of the Upper Cultured. By A. H. Hirscu. 507 
pages. Cloth. Vantage. New York. 1955. Price $6.00. 
This is a well-meaning, but poorly-executed, book on changing attitudes 
toward sex. The author bases his conclusions mostly on thousands of 
letters, received through correspondence—not a very reliable method. 


God and Country. By CuHarLes SCHOENFELD. 119 pages. Cloth. Philo- 
sophical Library. New York. 1955. Price $3.00. 

This is a brief philosophical thesis to determine why man’s moral and 
social values have lagged behind the technological skills which have 
brought him the atomic world and possibly self-destruction. 

The author holds that the beliefs, practices and institutions examined 
in this work reflect the emotional immaturity of the average American, 
and that if man knows that it is just as important to mature emotionally 
as intellectually, he can begin to build a firm foundation for his Kingdom 
of Heaven on earth—and consequently survive in the new Atomic World 
he has created. 


Famous and Infamous Cases. By Sir Patrick Hastings. 263 pages 
including index. Cloth. Roy. New York. 1955. Price $3.75. 

This book is a very clear illustration of the evolution of the trial from 
the early state trials of England in which the often-tortured defendant 
could not appear, to present-day court procedure. The author, who is a 
distinguished advocate, makes his own opinions clear; he appears to have 
no doubt of the guilt of Captain Kidd or of the imposture of the Tich- 
borne claimant. His attitude toward Oscar Wilde is moralistic. The out- 
line of court history in this book, however, is of considerable value. : 
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Psychology in Juvenile and Adult Crime. A Study of Present-Day 
Methods and Treatment. By LELAND R. TowNsEND. 97 pages. Cloth. 
Greenwich. New York. 1958. Price $2.50. 

Townsend presents, in dilettante fashion, a collection of views on the 
causes and treatment of juvenile delinquency. The views were obtained 
by personal contact with probation officers, parole officers, an attorney, 
a psychologist, a private detective, a social worker, reporters, a student 
of criminology, penal authorities, a minister and a priest—none of whom 
are named. These opinions add up to extreme oversimplification of an 
all too serious problem that could never be adequately handled in 97 
pages by even the most authoritative experts. The book is obviously meant 
for the layman but fails to credit the average person with a very high 
degree of comprehension. 


Medicine and Man. _ By Rircuie CaLper. 256 pages including index. 
Paper. Mentor (New American Library). New York. 1958. Price 50 
cents. 

The author of this book is a well-known writer on scientific subjects. 
Medicine and Man is his popular survey of the medical field. It touches 
on medical history, recites numerous medical anecdotes, and gives a general 
picture of medical problems today. It is a useful book for the student and 
a good one for the general information of any intelligent person. 


The Man Who Couldn’t Sleep. By Cuar.ies Eric Maine. 224 pages. 
Cloth. Lippincott. Philadelphia. 1958. Price $3.00. 

Anybody who is interested enough may guess whether this piece of writ- 
ing is intended as satire, fantasy or “science”—save the mark—fiction. It 
involves induced dream life, engaged in by millions of addicts, enjoying 
“eanned” visions. It winds up with a wild-west climax in which millions 
of these people are killed. The reviewer thinks that whatever it was in- 
tended for, it has missed the boat. 


The Friendship and Follies of Oscar Wilde. By Lewis Broap. 302 
pages. Cloth. Crowell. New York. 1955. Price $5.00. 

Broad’s book is heralded by the dust cover as “the first full biography 
to be written” since the last of the Wilde manuscripts have been released. 
In attempting to trace the growth of Wilde’s complex personality from birth 
to his pitiful end, the author leans rather heavily upon outdated and suspi- 
cious genetical arguments; and the psychological analysis attempted seems 
to the reviewer to be somewhat naive, and superficial. But read merely as 
a fast-moving, journalistic report of the life of one of England’s most 
spectacular men of letters, the book provides information and entertain- 
ment. 
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Death at Flood Tide. By Louis A. BRENNAN. 191 pages. Paper. Dell. 
New York. 1958. Price 25 cents. 

This story contains one unusual situation: During a flood, a naked, 
dead girl in an inundated house is found by an innocent man who is 
accused of murdering her. Otherwise, the reviewer thinks, the book is be- 
low the most primitive standards of the whodunit fraternity. 


Concise Dictionary of Holidays. By Raymonp JAHN. 102 pages. Cloth. 
Philosophical Library. New York. 1958. Price $5.00. 

This dictionary covers the holy days as well as the holidays. Its orien- 
tation is principally American, but there seems to be reasonably good 
coverage of Britain’s special holidays, as well as mention of others through- 
out the world. The American coverage includes such local observances 
as Vermont’s Bennington Day and Boston’s Bunker Hill Day and Evacu- 
ation Day. This volume could be of considerable use to anybody dealing 
with personnel or to the physician whose patients have varied religious 
derivations. It seems, however, overpriced for this purpose. 





The Secret Name. By Lin Yurtana. 268 pages including index. Cloth. 
Farrar, Straus and Cudahy. New York. 1958. Price $3.95. 

Lin Yutang’s Secret Name is Communism. He is quoting Heine’s de- 
scription of the “dread antagonist.” Dr. Lin thinks where naming things 
is concerned that a first move in the cold war should be to follow the 
example of Confucius and call things by their right names. Thus he 
starts this discussion of Soviet history, diplomacy and present intentions 
with a glossary. A “Worker’s State” is one in which the workers do all 
the work. “Democracy” is a form of stabilized shooting of the people, by 
the people, for the people. The “Dictatorship of the Proletariat” is one 
in which the proletariat is really dictated to “and moreover likes it.” 

The picture of the Soviets drawn here makes liberal use of black and 
white and probably oversimplifies tremendously. The author says, how- 
ever, that there is documentation ; and he indicates where it may be found. 
He thinks in the final analysis that the world conflict is “simply a war 
between good and evil.” Dr. Lin holds that the West is at a great dis 
advantage in the cold war because it has been defending itself, contra- 
dicting Russian claims and refraining from the kind of propaganda cal- 
culated to embarrass Russia. He believes it is time that we changed our 
tactics, demanded the liberation of the nations Russia has subjugjated ; 
exposed Soviet oppression of the masses and enslavement of the working 
class; educated our own people about Soviet subversive tactics; and made 
Russia deflend herself at every international conference, against charges 
that she is decadent, reactionary, anti-Marx and anti-labor. The problems 
discussed here are all psychological and very much in the field of the psy- 
chiatrist. ; 
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Statistical Data for the Study of Mental Disease in New York State, 

1939-1941. By BENJAMIN MauzperG, Ph.D. 280 pages. Paper. Albany. 

1955. 
Statistical Data for the Study of Mental Disease Among Negroes 

in New York State, 1939-1941. By Bensamin Mauzperc, Ph.D. 300 

pages. Paper. Albany. 1955. 

These large volumes are not available for public sale, but complimentary 
copies will be sent to university libraries and scientific publications upon 
request. These books are designed for the reference shelf. However, this 
is not meant to imply that they will do nothing but gather dust, as the 
vast quantity of material assembled will make them invaluable tools for 
the researcher. 


Entry E. By Ricuarp F Rep. 247 pages. Cloth. Random House. New York. 
1958. Price $3.50. 

This is the story of one week-end’s goings-on in a college dormitory, and 
of one bewildered young man’s “indifference” to the somewhat hair-raising 
events at hand. The reviewer is left somewhat bewildered as to the author’s 
purpose. Supposedly we are to assume that we have on our hands an in- 
different, or silent, as you will, generation, and that that is too bad. 

This is no character study, and the student of psychology will hardly 
find it worth his time. 


The Executioners. By JouHn D. MacDona.p. 215 pages. Cloth. Simon 
and Schuster. New York. 1958. Price $3.50. 

This is not a murder mystery as the title might indicate, but a novel of 
suspense, and an excellent one. This young author is becoming a fine 
craftsman. Here, with a simple plot, but with good insight into character, 
Mr. MacDonald has written a story worth an evening of anyone’s time. 


Acquitted—of Murder. By Wi.11AM SEac.e. 257 pages. Cloth. Regnery. 
Chicago. 1958. Price $5.00. 

The acquittal of murder of a manifestly guilty person is a matter of 
as much interest to psychiatrist and psychologist as to the bench and 
bar. Mr. Seagle reports here on a number of notorious cases in which the 
murderer escaped punishment. The report is from the strictly legalistic 
point of view. It covers acquittals, reversals of convictions on appeal, 
and even legislation specifically designed to save convicted killers. It 
covers a century and a half and is evidence that the “coddling” of criminals 
is longstanding and not a modern innovation. Mr. Seagle appears to be 
somewhat impatient of psychiatrists; he does not approve of the procedure 
in the Durham case; and he seems to have some liking for the ancient 
M’Naghten Rule. Because he presents his argument logieally and lucidly, 
his book is worth the attention of every psychiatrist. 
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My Thirty-Third Year. By GerHarp A. Firrkav. 263 pages. Cloth. 
Farrar, Straus and Cudahy. New York. 1958. Price $4.50. 

An important documentary book is written by a Catholic priest, who 
survived a Russian slave-labor camp. Besides being evidence of these 
camps’ similarity to the Nazi concentration camps with all their unspeak- 
able horrors, the importance of the book lies in the proof that the camps 
actually exist, a fact constantly denied by the Soviet rulers. 


The Man of Cold Rages. By Jorpan Park. 192 pages. Paper. Pyramid 
Books. New York. 1958. Price 35 cents. 

Imagination, running wild, untempered by psychological knowledge (in- 
tuitive or otherwise), produces ebullient and unbelievable adventure story 
characters. This story of a resolution to kill a South American dictator 
is an example, which is a pity, as the author seems to be a man of some 
culture and knowledge. 


God in Search of Man. A Philosophy of Judaism. By ABrAnam J. 
HeEscHEL. 437 pages. Cloth. Farrar, Straus and Cudahy. New York. 
1955. Price $5.00. 

Rabbi Heschel’s book is a brilliant exposition of a philosophy based on 
Judaism or, perhaps a brillant exposition of Judaism itself. “Understand- 
ing Judaism,” he says, “cannot be attained in the comfort of playing a 
chess-game of theories. Only ideas that are meaningful to those who are 
steeped in misery may be accepted as principles by those who dwell in 
safety. In trying to understand Jewish existence a Jewish philosophy must 
look for agreement with the men of Sinai as well as with the people of 
Auschwitz.” The reviewer thinks this book is important not only to the 
Jewish reader but to any person whose professional contacts bring him in 
touch with Judaism or with worshippers of the Jewish faith. Reading it 
is an inspiring experience as well. 


A Serbian Village. By Jozi. Martin HAupern. 325 pages including index. 
Cloth. Columbia University Press. New York. 1958. Price $6.00. 

Dr. Halpern says that this book is a “somewhat condensed version” of 
his doctoral dissertation for the department of anthropology at Columbia. 
It covers the social organization, the social and economic history and the 
daily living of a small town in Tito’s Yugoslavia. It is a report of research 
obviously done with great care and with standard anthropological methods. 
The picture is of a village and of people who, on the whole, seem to have 
changed their ancestral ways very little under modern Communism. It is 
true that more progress, particularly toward literacy, is being made today 
than in the past; but the picture on the whole is that of a long slow 
development since Serbia rebelled against the Turks. 
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The book has an excellent index, what looks like a good bibliography, 
and a useful glossary of Serbian words. A guide to pronunciation is badly 
needed and is missing. This volume should be of use to any social scientist. 


Sociology and Social Work. By Artuur HiLLMAN. 72 pages, including 
index. Paper. Public Affairs Press. Washington, D.C. 1956. Price 
$1.00. 

The author traces the development of social work, coupling it with the 
major changes of society and pertinent happenings in the United States. 
This picture is then developed into the current program of the field of 
social work. In doing this with a sociological background, Dean Hillman 
offers an interesting and well-organized exposition. He gives a clear and 
easily understandable description of the governmental (tax-supported) and 
private agencies; then, expertly and in detail, elaborates on the different 
aspects and specializations of case work, group work, and community 
organization. This competent presentation is truly informative; the book 
could well be entitled The Field of Social Work and developed into a 
course on the undergraduate level. 


Myth and Ritual in the Ancient Near East. By E. O. James. 352 pages 
including index. Cloth. Praeger. New York. 1958. Price $6.00. 

Myth and Ritual in the Ancient Near East is a valuable book by the 
author of Prehistoric Religion. The present work covers myth and ritual 
from the earliest times in Egypt, Mesopotamia, Palestine and Mycenaean 
Greece through the late Jewish and early Christian eschatology. James dis- 
cusses both his myths and his rituals according to subject and according to 
the culture in which they occurred. He covers the Greek mysteries, the 
Canaanite, Mesopotamian and Egyptian “sagas” of creation and the mean- 
ings of the myths and functions of the rituals involved. There are 26 pages 
of notes and eight of a bibliography, subdivided according to the book’s 
nine chapters. There is an excellent index. James does not hesitate to 
interpret, and he documents his interpretations. The spirit of this book 
may be seen in his conclusion: 

“Myth and ritual belong to the same order of reality as poetry, art and 
music...myth and ritual give verbal and symbolic form and meaning to 
the emotional urge and rhythmic relations of life as a living reality, re- 
counting and enacting events on which the very existence of mankind has 
been believed to depend, and proclaiming and making efficacious an aspect 
and an apprehension of truth and reality transcending historical occur- 
rences and empirical reasoning and cosmological and eschatological specu- 
lations.” 

This book is a decidely worthwhile addition to any collection of works 
on comparative religion or to any other library covering the history and 
purpose of human institutions. 
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ROBERT S. MeCULLY, M.A. Now with the department of psychiatry, 
Cornell University Medical College, and the New York Hospital (Payne 
Whitney Psychiatrie Clinic), New York City, Mr. MeCully was graduated 
from Washington University, St. Louis, in 1947, and received his M.A. 
degree there in 1948. He was formerly with the Department of Public 
Welfare in the State of Illinois (Anna State Hospital), and taught for a 
time at Western College, Oxford, Ohio. From 1950 to 1955, he served 
as supervising psychologist at the United States Naval Hospital, Ports- 
mouth, Virginia. He has completed his academic work for the doctorate 
degree at Columbia University, and, since completing it, has been work- 


ing in a clinical, research, and teaching capacity in the Payne Whitney 
Clinic. 


JOHN M. LANZKRON, M.D. Dr. Lanzkron was born in 1906 in Ham- 
burg, where his father was a physician. He received his medical degree 
from the University of Hamburg in 1932 and left Germany the following 
year because of the Nazis’ “racial” persecution. He was in practice in 
Belgium for some time. He received the diploma of the Institut de Méde- 
cine Tropicale Prince Léopold as a specialist for tropical diseases in 1939. 
From 1946 to 1951, he was senior medical officer (public health) of the 
American Joint Distribution Committee, with headquarters in Munich. 
Dr. Lanzkron came to the United States in 1951 and entered New York 
State service at Gowanda State Hospital in 1952. He is now a supervising 
psychiatrist at Middletown (N.Y.) State Hospital. He is a diplomate 
in psychiatry of the American Board of Psychiatry and Neurology. 


HYMAN M. FORSTENZER, M.S., Li.B. Mr. Forstenzer is director of 
Community Mental Health Services, New York State Department of Men- 
tal Hygiene. He was formerly assistant director of the New York State 
Mental Health Commission, following a brief period of service as its 
director of education. He had been loaned to the Commission by the State 
Education Department, in which he was serving as associate supervisor 
of adult education. Before entering state service, Mr. Forstenzer was 
director of field services for the National Institute of Social Relations in 
Washington, D.C. He was in charge of an experimental and demonstration 
program which tested certain aspects of community mental health work 
in six cities. Mr. Forstenzer had previously served in various positions 
in the New York City school system. He had three years of military 
service. 
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He is secretary of the program area committee on mental health of the 
American Publie Health Association and a member of the Advisory Coun- 
cil on Mental Health Demonstrations of the Milbank Memorial Fund. He 
is a fellow of the American Public Health Association and a member of 
the American Orthopsychiatrie Association and of the American Society 
for Public Administration. In 1956, he was chairman of the Northeast 
State Governments Conference on Mental Health. 


ROBERT C. HUNT, M.D. Robert C. Hunt was born of American 
parents in Egypt in 1905. His elementary school education was in the 
United States for a year, then in Cairo. He returned to the United States 
for high school and college. He was graduated from Westminister College 
in Pennsylvania in 1925 and he received his M.D. from the University 
of Pennsylvania in 1931. He served a general internship at Bryn Mawr 
Hospital, and a residency in psychiatry at Strong Memorial Hospital in 
Rochester, N. Y., then became a medical intern at Binghamton (N.Y.) 
State Hospital. He had a fellowship in psychiatry at the Institute of 
the Pennsylvania Hospital in Philadelphia, then returned to New York 
where he studied insulin hypoglycemic treatment under Sakel at Harlem 
Valley (N.Y.) State Hospital. He was on the staff of Rochester (N.Y.) 
State Hospital when he left for military service in 1942. He was a lieu- 
tenant-colonel before his discharge in 1946. 

Dr. Hunt served as assistant director of Rochester State Hospital from 
1946 to 1950, as director at St. Lawrence (N.Y.) State Hospital from 
1950 to 1952, and as assistant commissioner of the New York State De- 
partment of Mental Hygiene from 1952 to 1957. He was in charge of the 
department’s local assistance program from 1954 to 1957 and was execu- 
tive director of the interdepartmental mental health commission. He was 
director of community mental health services of Erie County for a time 
during 1957 but returned to state service later that year as senior director 
of Hudson River (N.Y.) State Hospital. 

Dr. Hunt is author or co-author of a number of scientific publications, 
including previous contributions to THE PsycHIATrRic QUARTERLY. He is a 
fellow of the American Psychiatrie Association and a member of other 
professional organizations. Dr. Hunt taught in high school for two years 
before entering medical school; and he has since taught at the University 
of Rochester School of Medicine and Dentistry, and at the Albany Medical 
College of Union University. He is now a lecturer in psychiatry at 
Columbia. 


IRVING I. EDGAR, M.D. Dr. Edgar is a practising psychiatrist in 
Detroit, Mich., where he has lived most of his life. 
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He was born in Austria, July 4, 1902 and was brought to the U. S. 
at an early age. He received his M.A. in English literature and his 
M.D. at Wayne State University. He had neuropsychiatric training in the 
Wayne Graduate School and in the Neuro-Psychiatrie Institute of the 
University of Michigan. 

Dr. Edgar is a diplomate in psychiatry of the American Board of Neu- 
rology and Psychiatry, a fellow of the American College of Physicians and 
of the American Psychiatrie Association, and a member of the American 
Academy of Neurology and numerous other professional organizations. 
He was special lecturer in medical history in the department of medical 
economies and jurisprudence at Wayne State University Medical School, 
from 1940 to 1953. 

He is consultant in psychiatry to the Florence Crittendon Maternity 
Home and to St. Francis Hospital, Detroit. He is the author of numerous 
articles on medical history and on general medicine, psychiatry, and 
Shakespeare. 


A. J. JUDSON, Ph.D. Abe J. Judson is an associate professor of psy- 
chology at Utica College of Syracuse University. He joined the faculty 
in 1950, the year he received his Ph.D. from the University of Maryland. 
His B.A. and M.A. degrees are from the George Washington University. 
For several years, he has been engaged in a number of research projects 
at Marey (N.Y.) State Hospital. 


CLAIRE WERNERT, Ed.M. Mrs. Wernert is a school psychologist 
with the Board of Co-operative Educational Services of the First Super- 
visory District of Oneida County, Yorkville, New York. She did her under- 
graduate work with Charlotte and Karl Buhler in Vienna, Austria, 
then continued her studies at Radcliffe, Harvard and Syracuse. She re- 
ceived her Ed.M. from Harvard in 1944. Mrs. Wernert has taught psy- 
chology at Utica College of Syracuse University. She was a psychological 
consultant for the schools in the Utica, N. Y. area from 1946 to 1957. 
She has been associated with Marey (N.Y.) State Hospital and the Oneida 
County Child Guidance Center. 


ARNOLD A. SCHILLINGER, M.D. Dr. Schillinger is manager of 
the Veterans Administration Hospital, Northport, N. Y. He is president 
of the Suffolk County (N.Y.) District Branch of the Ajmerican Psy- 
chiatric Association. He lives in Roslyn, N. Y. He received his M.D. degree 
from St. Louis University School of Medicine in 1937, and began his 
career in federal service in 1938. He served six and one-half years in 
the army in various capacities as a psychiatrist. He was commanding 
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officer of the 92nd Field Hospital, achieving the rank of lieutenant colonel. 
He joined the Veterans Administration staff at Northport in 1946, left 
in 1950 to activate the new Veterans Aldministration Hospital at Mont- 
rose, N. Y., in the capacity of director of professional services, and 
returned to Northport in 1955 as manager. 

Dr. Schillinger is a diplomate in psychiatry of the American Board 
of Psychiatry and Neurology, and is certified by the American Psychiatrie 
Association as a mental hospital administrator; he is a fellow of the 
American Psychiatrie Association and the American College of Physicians. 
He is a member of the Medical Advisory Board of the American Associa- 
tion of Rehabilitation Therapists as well as that of the Suffolk County 
Mental Health Association. He is a past president of the Long Island Psy- 
chiatric Society. He has held numerous teaching positions at the Long 
Island College of Medicine and Cornell University College of Medicine; 
at present he is clinical assistant professor at the State University of 
New York, Downstate Medical Center. He is author or co-author of several 
scientific papers. 

Dr. Schillinger had postgraduate psychiatric training at the Mayo 
Foundation, Minnesota, and at the College of Physicians and Surgeons, 
Columbia University, as well as in the Veterans Administration. 


DAVID FRIDOVICH. Mr. Fridovich is physical medicine and re- 
habilitation co-ordinator at the Veterans Administration Hospital, North- 
port, N. Y., and is supervisor of the member-employee program there. 
He joined the Veterans Administration in December 1940 as an occupa- 
tional therapist in charge of the industrial therapy program at Northport. 
He had previously attended the National Agricultural College in Penn- 
sylvania. During the following six years, he was in charge of various 
units of the occupational therapy and manual arts therapy sections and 
served, for a time, as acting chief, occupational therapy. In June 1946, 
he was appointed assistant chief retraining officer at Northport and the 
following June was promoted and transferred to the Veterans Administra- 
tion Hospital, Canandaigua, N. Y. as executive assistant (chief retrain- 
ing) of the physical medicine and rehabilitation service. In January 1948, 
he was transferred back to Northport as executive assistant of the physi- 
cal medicine and rehabilitation service. In June 1958, he was made physi- 
cal medicine and rehabilitation co-ordinator. He has been supervisor of 
the member-employee program since its inception. 


RAFAEL ROBERT GAMSO, M.D. Dr. Gamso, born in 1911, was 
graduated from Baylor University College of Medicine in 1936. After 
a period of general practice and five years of military service, he became 
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director of the out-patient department of Kings County Hospital, Brooklyn. 
In 1950 he became deputy medical superintendent of Kings County Hos- 
pital, in charge of the psychiatric division, and in 1953 he was named 
medical superintendent of Riverside Hospital, a position he still holds. 
Riverside Hospital on North Brother Island, New York City, is a public 
institution for the study and treatment of adolescent drug addicts. Its 
operation is described in this issue of THE PsyCHIATRIC QUARTERLY SUPPLE- 
MENT in an article of which Dr. Gamso is co-author. 


PERCY MASON, M.D. Dr. Mason was graduated from the University 
of Bologna Medical School in 1938. He served internships at Huntington 
Hospital, Huntington, N. Y., and Fordham Hospital, New York City, 
before entering army service in 1943. After his discharge in 1946, he 
served a psychiatric residency at the Veterans Administration Hospital 
at Northport, N. Y. Dr. Mason is now in private practice. He has been 
associated with Riverside Hospital, New York City, since 1952. His pro- 
fessional interests include, besides treatment and research in drug addic- 
tion, problems of adolescents generally. 


W. M. SWENSON, Ph.D. Dr. Swenson is chairman of the department 
of psychology of Gustavus Adolphus College, St. Peter, Minnesota. A 
graduate of Gustavus Adolphus College in 1942, he served in the navy 
from 1942 to 1946, then was director of veterans affairs at Gustavus 
Adolphus from 1946 to 1949. He was chief clinic psychologist at St. 
Peter (Minn.) State Hospital from 1949 to 1957. He received his M.A. 
from the University of Minnesota in 1950 and his Ph.D. from the same 
university in 1958. 


B. P. GRIMES, M.D. Dr. Grimes is superintendent of St. Peter (Minn.) 
State Hospital. Except for World War II service in the army medical 
corps, he has been with that institution since 1987. He has been super- 
intendent since 1948. He is a graduate of the University of Minnesota 
Medical School in 1933 and is a diplomate in psychiatry of the American 
Board of Psychiatry and Neurology. 


MAUREEN McSORLEY NEARY. Mrs. Neary is head recreation super- 
visor at Rockland (N.Y.) State Hospital. She was graduated with the 
degree of bachelor of physical education from the Savage School for 
Health and Physical Education in 1931, and has just received a degree 
of bachelor of science in recreation from New York University. She has 
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been with the New York State Department of Mental Hygiene since 1944. 
She is a member of Rho Chapter, New York University, Pi Lambda Theta 
(Greek letter organization of professional women) ; and her professional 
organizations include the American Recreation Society, the National Asso- 
ciation of Recreational Therapists, the New York State Recreation Society, 
the New York State Mental Hygiene Recreational Therapy Association, 
and the National Recreation Association. She has a certificate as recrea- 
tion administrator from the board of examiners of the New York State 
Recreation Society. 


E. DAVID WILEY, LL.B. Mr. Wiley is head of the office of) counsel 
and associate attorney of the New York State Department of Mental 
Hygiene, Albany. He has been with the department since 1941 and has 
been in state service since 1937. Mr. Wiley was born in Maine, and received 
his law degree from Albany Law School in 1936. During World War II, 
he served in the office of general counsel for the Social Security Agency, 
on the Army Air Force Evaluation Board, and with the Office of Strategic 
Services. He is admitted to practice before the New York State and federal 
courts and is a member of the New York State and Albany County Bar 
associations. 
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PROFESSOR HERBERT 8S. LANGFELD DIES AT 78 


Herbert Sidney Langfeld, Ph.D., professor emeritus of psychology at 
Princeton University, past president of the American Psychological Asso- 
ciation, former editor of the Psychological Review, and of Psydhological 
Monographs, writer and lecturer, died in Princeton Hospital on February 
25, 1958, of a heart ailment. He was 78 years old. Born in Philadelphia, 
he had attended Haverford College for a year, then had gone abroad 
for reasons of health; he received his Ph.D. from Berlin University in 
1909. He studied and taught at Harvard before going to Princeton in 
1924. Dr. Langfeld was professor and director of the psychology labora- 
tory at Princeton, then Stuart professor of psychology for 10 years before 
his retirement in 1947. He was author, co-author or editor of a number 
of widely used texts and manuals, including Psychology for the Fighting 
Man, of which he was joint editor in 1943, and Psychology for the Armed 
Forces, in which he was a collaborator in 1945. 
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INDIVIDUAL PSYCHOLOGY JOURNAL HONORS GOLDSTEIN 

The Journal of Individual Psychology will commemorate the eightieth 
birthday of Kurt Goldstein, M.D., in its 1959 Spring issue. There will 
be a portrait of Dr. Goldstein, an autobiographical statement, and a 
bibliography from. 1936 to 1950; and at least three of the articles will be 
devoted to aspects of his career and accomplishments. His eightieth birth- 
day will fall in November 1958. 
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RICHARD WEIL, JR., DIES AT AGE OF 50 

Richard Weil, Jr., New York City businessman who was president 
from 1953 to 1955 of the National Association for Mental Health, died 
of a heart attack at his New York City home on May 10, 1958 at the 
age of 50. Mr. Weil had been president of Macy’s New York and vbkce 
president of R. H. Macy & Co., Inc., the store’s parent concern. A grad- 
uate of Yale in 1928, Mr. Weil had intended to become a writer but 
yielded to family wishes and entered business. After he resigned his busi- 
ness connections in 1952 because of illness, he became a director of Inter- 
national Publications Inc., established by the Ford Foundation to publish 
Perspective U.S.A., a quarterly of American artistic and intellectual life 
for circulation abroad. He traveled to India twice in behalf of this effort. 
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MEETINGS AND COURSES SCHEDULED FOR 1959 


The First International Conference on Mental Retardation is one of 
the outstanding events of the general psychiatric field to be scheduled 
for 1959. It will be conducted in Portland, Me., from July 27 through 
July 31. The major participants will include authorities from England, 
Germany, Austria, France and Denmark. 

National meetings of importance include the annual meeting of the 
National Council on Alcoholism in Salt Lake City in March. Another 
important session dealing with the same problem will be the New York 
convention of Alcoholics Anonymous on June 6, with recovered alcoholics 
from 10 countries scheduled to take part in the program. The sessions 
will be open to interested professional workers as well as members of A.A. 

The twelfth annual meeting of the World Federation for Mental Health 
will take place in Barcelona from August 30 through September 5. The 
general subject will be “Planning for Mental Health.” 

Syracuse University announces a workshop in family relations, a series 
of courses for professional nurses, and a conference on problems of ex- 
eeptional children for the 1959 summer session. The dates range from 
June 1 through August 7. 

An unusual course, “Introduction to Analytical Psychology for Clini- 
cians,” will be given from July 12 through July 24 by the University of 
California at Pacific Grove, Calif. Bruno Klopfer, Ph.D., clinical pro- 
fessor of psychology at UCLA, will be co-ordinator of this course in| 
Jungian psychology. It is open to holders of doctor’s or master’s degrees 
who have the approval of the teaching staff. 

A three-week “practicum-seminar” is announced for the Group Theatre 
of Psychodrama at Beacon, N. Y., from July 3 through July 24, 1959. 
It will deal with the philosophy and methods of psychodrama, sociodrama, 
role playing, sociometry and group dynamics, and some part-time scholar- 
ships are to be available “for selected applicants.” 

The biggest professional meeting of the year will be the annual meet- 
ing of the American Psychiatric Association in Philadelphia, April 27 
through May 1. The American Association on Mental Deficiency will meet 
May 19-23 in Milwaukee. 
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HENRY NISSEN, PH.D., YERKES LABORATORY DIRECTOR, DIES 

Henry Nissen, Ph.D., director of the Yerkes Laboratory of Primate 
Biology, former consultant to the New York State Psychiatrie Institute, 
and authority on comparative psychology, died at his home, where he 
lived alone, in Orange Park, Florida in April 1958. Dr. Nissen, alone 
when he died, is believed to have succumbed on Ajpril 27; he was found 
two days later. He was 57 years old. 
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Dr. Nissen, a graduate of the University of Illinois in 1923, received 
his Ph.D. from Columbia in 1929. He was an associate professor of psy- 
chology at Yale from 1933 to 1957 when he became professor of psychology 
at Emory. He had been connected with the Yerkes Laboratory since its 
original foundation as the Yale Laboratory ; and he had been director since 
1955. He was the author of numerous scientific articles. At the time of 
his death, Dr. Nissen was conducting an investigation on chimpanzees for 
the Atomic Energy Commission and the United States Public Health 
Service. He leaves two daughters. 
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CALENDAR AND BOOKLETS DISTRIBUTED 


Besides the 1959-60 edition of the famous “Blondie” calendar, the New 
York State Department of Mental Hygiene is distributing two booklets 
in the interest of mental health education. “Design for Mental Health” 
covers the problem of mental health in New York State and the program 
of the Department of Mental Hygiene to meet it, in institution and com- 
munity. “Your Future” is designed to stimulate planning by the indi- 
vidual for his later years. Single copies of all three can be obtained free 
by writing to the Office of Mental Health Education and Information, New 
York State Department of Mental Hygiene, 217 Lark Street, Albany, 
N. Y.; and limited quantities of the calendar are available free to recog- 
nized agencies and organizations in New York State. 
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